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“... checks 


bleeding from 


a broad 


capillary 
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Peele reports on a series of 264 patients,’ 
observed over a two-year period, who 
were treated with Adrenosem Salicylate. 
249 were surgical patients, 15 were 
medical cases. 

He states: “Adrenosem is therefore 
specific for conditions characterized by 
capillary permeability. It checks bleeding 
from a broad capillary bed by causing a 
correction of excessive permeability and 
an increase in capillary resistance. 

“No untoward effect of any type was 
noted in the Adrenosem-treated group.” 


SALICYLATE 


(Brand of carbazochrome salicylate, 


Indicated preoperatively and postoper- 
atively to control bleeding associated 
with: 


Tonsillectomy, adenoidectomy and 

nasopharynx surgery 

Prostatic and bladder surgery 

Dental surgery 

Chest surgery and chronic pulmonary 

bleeding 

Uterine bleeding and postpartum 

hemorrhage 

Also; Idiopathic purpura, retinal 
hemorrhage, familial telangi- 
ectasia, epistaxis, hematuria 

Supplied in ampuls, oral tablets and 

syrup. 


1. Peele, A.M.A. Arch. Oto- 
laryng. 6/ 450 (April, 1955), 


Send for detailed literature 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 
New York Kansas City San Francisco 


U.S. Patent 2,581,850 
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Ask the Lederle detail man! 


LEDERLE LABORATORIES DIVISION 


AMERICAN Cyanamid COMPANY 


PEARL RIVER, NEW YORK 
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Heparin Repository Injection Lederle 


A sterile preparation of heparin in a 
gelatin-dextrose menstruum, Each ce. 
contains 20,000 U.S.P. units. Provides 
immediate and prolonged effect in 

one dose. Contained in a convenient, 
disposable syringe. Because this 
preparation is free of acetic acid, 


it is less painful on injeetion. 


Heparin Sodium Injection Lederle 


A sterile, isotonic solution of sodium 
heparin. Available in two potencies: 
1,000 ULS.P. units (approximately 

10 mg. heparin) per ec. for intravenous 
therapy with 5% glucose, Ringer's 
solution, or saline: and 10,000 U.S_P. 
units (approximately 100 mg. heparin) 


per ce, for intramuscular therapy. 
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SELECTED SEDATIVE-HYPNOT 


THE TOUCH OF SLEEP 


VALMID 


(Ethinamate, Lilly) 


Nonbarbiturate sedative 
with a four-hour action 
span. The very short 
action means bright 
awakening without "hang- 
over,” drowsiness, or 
depression. 'Valmid' also 
offers a wide margin of 
safety. 


Supplied as Tablets 
'Valmid,' 0.5 Gm. (7 1/2 
grains) (scored), in 

bottles of 100 (1799). 


FASTEST AND SHORTEST- 
ACTING BARBITURATE 


SECONAL SODIUM 


(Secobartital Sodium, Lilly) 


A proved favorite among 
physicians in the treat- 
ment of simple insomnia, 
unruly pediatric patients, 
and obstetric patients and 
in procedures associated 
with moderate pain. 


Supplied in pulvules, 
ampoules, suppositories, 
powder, and ‘Enseals' 
(Timed Disintegrating 
Tablets, Lilly). 


WHEN SEDATION MUST BE 
QUICK YET SUSTAINED 
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TUINAL 


Combines in a single 
pulvule equal parts of 
quick-acting 'Seconal 
Sodium'* and moderately 
long-acting ‘Amytal 
Sodium. 'f 


Supplied in three con- 
venient dosages of 3/4, 
11/2, and 3-grain 
pulvules. 


*Seconal Sodium’ (Secobarbital Sodium, Lilly) 
t‘Amytal Sodium’ (Amobarbital Sodium, Lilly) 


VERSATILE, MODERATELY 
LONG-ACTING BARBITURATE 


AMYTAL SODIUM 


(Amobarbital Sodium. Lilly) 


Its usefulness extends 
into the fields of clini- 
cal medicine, surgery, 
anesthesiology, psychia- 
try, and many other spe- 
Cialties. A safe and 
predictable sedative- 
hypnotic. 


Supplied in 1 and 3-grain 
pulvules; and ampoules of 
various strengths. 


| 
— 
| 
> 
7. 
> 
> 
{ 
| 


hospitals 


journal of the American Hospital Association 


editor 
Edwin L. Crosby, M.D. 


executive editor 


James E. Hague 


managing editor 
David T. Riddell 


production manager 
Newton J. Jacobson 


assistant editors 

Aaron Cohodes 
Esther Driscoll 
Barbara Elsholz 
Marjorie M. Lawson 
Charles McCaleb 


advertising and business manager 
Bremen |. Johnson 


assistant business manager 
Hal Levinson 


advertising production manager 


Martha E. Miller 


circulation supervisor 


Dorothy Heller 


STAFF CONSULTANTS 


LeRoy E. Bates, M.D. 

Howard Cook 

Marion J. Foster 

Marian L. Fox, R.N. 

Ann §S. Friend 

Sarah H. Hardwicke, M.D. 
Verne Kallejian 

Malcolm T. MacEachern, M.D. 
James R. Neely 

Arnold A. Rivin 

William T. Robinson 

Elizabeth M. Sanborn 

Daniel S. Schechter 

Joseph A. Williamson 
Kenneth Williamson 

Clifford Wolfe 

Helen Yast 


ADVERTISING REPRESENTATIVES 


Chicago: Gordon A. Thoman 
18 E. Division St.—WHitehal!l 4-4350 


New York: George 8B. Janco 
369 Lexington Ave.—LExington 2-9940 


Cleveland: Eugene C. Leipman 
1220 Huron Rood—SUperior 1-1373 


Pasadena: Ren Averil/ 
234 E. Colorado St.-—RYan 1-9291 


FEBRUARY |, 1956, VOL. 30 


colume 30 february 1, 1956 


number 3 


articles 


The Future of Hospital Core— 
Adapting to the Inevitability of Change 
Franklin D. Murphy, M.D. 36 
The General, General Hospital Dean W. Roberts, M.D. 38 
The Future of the Mental Hospital 
ancis J. Braceland, M.D.,Sc.D. 42 
Toward Service and Understanding— 

A Picture Story of Chaplains in Training 46 
Principles of Administration—2 Wallace S. Sayre, Ph.D. 50 
Realistically Facing the Dietitian Shortage Agnes C. Bannister 53 
Hospitals’ Obligation to Blue Cross Madison B. Brown, M.D. 54 
Don't Neglect Waste Disposal Planning 62 


Simplify Your Purchasing Habits Waldo W. Buss 68 


departments 

Calendar of Association and Allied Meetings 6 
Officers of the American Hospital Association 10 
Introducing the Authors 12 
Digest of the News 17 
Service from Headquarters 20 
Opinions and Ideas 26 
Editorial Notes 35 
Your President Reports 56 
Professional Practice 58 
Engineering and Maintenance . 62 
Purchasing 68 
Equipment and Supply Review 72 
The Literature 75 
Food Service and Dietetics 78 
Personal News 83 
Official Notes 89 
News ~ 
Pro Re Nato John H. Hayes 102 
Index to Advertisers 104 
Classified Advertising 105 
cover 


Seeking a few moments of meditation, a convalescing patient meets a student 
chaplain at Augustena Hospital, Chicago. A picture story describing a six-week 
training program for chaplains ot this hospital starts on page 46. 


HOSPITALS is published the first and sixteenth of each month by the American Hospital Association. 16 E 
Division Street, Chicago 10 Ili. Entered as second class motter January 9, 1936, at the postoffice ot 
Chicogo, under the Act of March 3. 


SUBSCRIPTION RATES: $5 for | year: $9 for 2 years: $12 for 3 years. Single copies, 
3 cents. except the two-part August |, Guide issue, $2.50. (Foreign and Pan Ameri- 


can add $! per year for postoge.) 
COPYRIGHT: Februcry |, 1956, by the American Hospital Association 


oe 


precision and 
performance 


BARD-PARKER 
RIB-BACK 


SURGICAL BLADES 


BARD-PARKER RIB-BACK SURGICAL BLADES 
are preferred by the Profession . . . because they know 
that each blade, through continuous inspection—meets 
every specification. 


And, there are other traditionally good reasons why 
there is a preference for B-P RIB-BACK SURGICAL 
BLADES . . . they are always dependable and highly 


economical in performance. 


Ask your dealer 
BARD-PARKER COMPANY, INC, 
Danbury Connecticut, U.S.A. 
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MAXIMUM PROTECTION 


} 


A sterile solution with a potency of not less injuries suspected of contamination 
than 400 antitoxic units per ml. Adminis- with Cl. tetani. 


tered early, is effective in the prevention For treatment in clinical tetanus, anti- 
of tetanus in individuals with puncture toxin in large amounts is mandato 
wounds, deep lacerations or other until the disease has been eradicat 


GAS GANGRENE 


ANTITOXIN / GANGRENE ANTITOXIN 


Polyval 
| Trivalent / 


Coretet selection and processing of all ingredients 
der supervision of leading bacteriologists guarantee 


RABIE | uniformly high potency, purity and efficacy of each 
S | product. 


Unto ward reactions are minimal 


VACCINE — Complete directions, including dosage, route and 


technique 
of administration, precautions and contraindications if any, 
are given in the ii ividual package inserts which accompany 
each product. 


: 


LEADING PRODUCERS OF BIOLOGICALS «© & & & 


U C T ORIGIN A 


E NATIONAL DRUG COMPAN 
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AS SOON AS NOTICE OF TOUR MEETING AT WHICH OFFICERS 
ASE ELECTEO, SHOULD BE MAILEO TO DEFT. AH, 16 DIVISION, CHICAGO 16 


iz 


AMERICAN HOSPITAL ASSOCIATION 8-12; Hollywood Beach, Fla. (Hollywood 
Beach Hotel) 
Annual Convention—September 17-20, Chi- Catholic Hospital Association—May 21-24; 


cago (Paimer House) 

Midyear Conference for Presidents and Sec. 
retaries of Stote Hospital Associations— 
February 6-7; Chicago (Poimer House) 


Milwaukee (Public Auditorium) 


REGIONAL MEETINGS 


(THROUGH JANUARY 1957) 
OTHER MEETINGS 


(THROUGH JANUARY 1957) 


Association of Western Hospitals—April 23. 
26; Seattle (Olympic Hotel) 

Carolinas-Virginias Hospital Conference—April 
12-13; Roanoke (Hotel Roanoke) 

Maryland-District of Columbia-Delawore Hos. 
pital Association—-October 31, November 


American Protestant Hospital Association—— 
February 9-10; St. Lovis (Hotel Jefferson) 
Annual Conference of Bive Cross Plons—April 


Inter- 
 changeability 


PAT. NO, 2626603 


Maximum 


hypodermic needles and syringes 


VIM Hypodermic Needles are microscopically 
inspected ... inside and out. VIM Syringes 
stress inter-changeability — for added service 
and convenience. VIM'S comprehensive line 
offers you a broad selection of needles and 
syringes. Always specify VIM. 


MacGREGOR INSTRUMENT COMPANY, NEEDHAM, MASSACHUSETTS 


1-2; Washington, D. C. (Shoreham Hotel) 

Middle Atlantic Hospital Assembly—May 16- 
18; Atlantic City (Convention Holl) 

Mid-West Hospital Association—April 25-27; 
Kansas City, Mo. (Hotel President) 

New England Hospital Assembly—March 26- 
28; Boston (Statler Hotel) 

Southeastern Hospital Conference—April 
20; Miami Beach 

Tri-State Hospital Assembly—Apri! 30-May 3, 
Chicago (Palmer House) 

Upper Midwest Hospital Conference—May 23- 
25; Minneapolis (Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH JULY 1956) 


Georgia Hospital Association—february 24- 
25; Atlanta (Atlanta Biltmore Hotel) 

lowa Hospital Associction—April 26; Des 
Moines (Hote! Savoy) 

Kentucky Hospital Association—April 3-5; Lex. 
ington (Hotel Phoenix) 

Lovisiana Hospital Association—May 24-25; 
New Orleans (Jung Hotel) 

Massachusetts Hospital Association—May 10; 
Boston (Statier Hotel) 

New Jersey Hospital Association—May 16; 
Atlantic City (Convention Hall) 

New Mexico Hospital Association—March 12- 
14; Albuquerque (Hilton Hotel) 

Hospital Association of New York State— 
May 16-18; Atlantic City (Hotel Claridge) 

North Dakota Hospital Association—April 24- 
25; Bismarck (Grand Pacific Hote!) 

Ohio Hospital Association—April 9-12; Co- 
lumbus (Deshier-Hilton Hotel) 

Hospital Association of Pennsylvanio—May 
16-18; Atlantic City (Convention Hall) 

Tennessee Hospital Association—June 21-23; 
Memphis (Claridge Hotel) 

Texas Hospital Association—April 3-5; Dallas 
(Statier-Hilton Hotel) 

Wisconsin Hospital Association—Morch 15; 
Milwaukee (Hote! Schroeder) 


AHA INSTITUTES 
(THROUGH JULY 1956) 


Hospital Planning Instituie—february 13-17; 
Washington, D. C. (Sheraton Park Hotel) 
Supervisory Training Workshop—febrvary 27. 

March 2; Boston (Somerset Hote!) 

Nursing Service Administration 
February 27-March 2; 
(Multnomah Hotel) 

Medical Record Library Personne! institute 
March 12-16; Salt Loke City (Utah Hotel) 

Dietary Department Administration Iinétitute 
March 12-16; Chapel Hill, North Caroline 
(Carolina inn) 

Central Service Administration  Institute— 
March 26-29; Buffalo (Statler Hotel) 

Hospital Engineering Institute—April 2-6; At- 
lanta (Henry Grady Hotel) 

Operating Room Administration  Institute— 
April 9-12; Nashville (Dinkler-Andrew Jock- 
son Hotel) 

Medical Social Workers Institute—April 9-13, 
Chicago (Congress Hotel) 

institute on Insurance for Hospitols—April 23- 
24; Kansas City, Missouri (Hotel President) 

Occupational Therapy institute—April 23-27; 
St. Lovis (Sheraton Hotel) 

Hospital Auxiliary Leadership Institute—April 
24-25; Seattie (Ben Franklin Hotel) 

Hospital law instituie—Moy 14-15; Atlantic 
City (Traymore Hotel) 


(Continued on page 100) 


Institute— 
Portiond, Oregon 
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fr Ufeclive Sanitation IN THE AUTOPSY ROOM 


fer Faster Cleaning 


@ In the autopsy room, where constant clean-ups are necessary, 
these polished stainless steel autopsy tables save time and labor. 
Smooth, crevice-free surfaces, rounded corners and coves facili- 
tate cleaning—protect presonnel through better sanitation. Care- 
fully-planned drainage systems are further important aids to 
cleanliness. All accessories are functionally designed and con- 
veniently placed to promote efficiency. Strong welded structures 
assure durability, keep repair and maintenance costs to a mini- 
mum. In terms of sanitation and long service life, it pays to 
invest in Blickman-Built autopsy tables. 


HARTFORD Model 
Entire unit forms a com- 
pletely-welded, crevice-free 
stainless steel assembly, 
assuring sanitation and long 
service life. Removable cross- 
bors rest on ledges which 
ore perforated so that entire 
trough may be thoroughly 
flushed. Removable stainless 
steel tray is mounted on 
adjustable standard. 


4 ENDICOTT Model: Unusual design conceals piping 
and valves. Trough slopes shorply to central waste 
outlet. Continvally flowing water ploys over entire 
inner surface. Five top grids are removable, facili- 
tating cleaning. 


SEND FOR BULLETIN No. 5 ATC 
describing, with complete specifi- 
cations, these and other ite of 
Blickman-Buile Stainless Steel 
Autopsy Tables. 


_ BLICKMAN, INC. 


3802 Gregory Avenue, Weehawken, N. J. 


4%. Blickman-Buil 


BLICKMAN-BUILT 
Stainless Steel 
AUTOPSY TABLES 


Autopsy Reom 
Typical autopsy room 
in the Medical Center, 
Jersey City. J. 
Planned and equvip- 
ped by 5S. 
inc., it has been 
rendering efficient 
service for many 
yeors. Consult us 
about complete in- 
stallations, designed 
to meet your specific 
requirements 
and engineering 
service 


You ore welcome to our exhibit at the New England Hospital Assembly, Hancock Room, Hotel Statler, Boston, Mass, March 26-28 
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On 5/23/55 this patient (colored female, 28° 24) under- | 
went an excision® al biopsy of a breast tymore _OF 5/24 
tumor was removed and patient discharge? d from hospi- . 


tal on following. day. be 


on 6/3/59 patient. was readmitted pecause of purulent | 
from wounds. On 6/3 4 hemolytic Staph. 
aureus (coage 4+) was sgolated from abscess with the. 


following disk gensitivities: penic jllin, . units; 
erythromyci?s 10 mcg) tetracyclines mcg patient { | 
was placed on penicillin, 90 ,000 units ied. for 10 4 
days this schedule patient ymprov& but progres® 


was unsatisfactory and wound continued to discharge... 
gmall amount of material. 


on erythromyci™ 


RGE SUMMAR® 
6/15 penicillin was disco 
started in dosage of 200 mg™- q. i. By 6/} 
- ' charge had stoppe4 and wound was © ompletely healed 
6/19- Erythr omycin was continued yntil the patient 
\was discharge? from hospital on 6/21- Temp. 
norma} throughout hospital gtay- 
| Final diagnosis: preast abscess due to Staph. aureus. 
Result: rapid and complete recovery 
follow ns failure of penicillin 
Communication to Abbott _aboratot ies. 


Now, you can prescribe an antibiotic (Filmtab 


ERYTHROCIN) that provides specific therapy against 


> 
staph-, strep- or pneumococci. Since these 


organisms cause most bacterial respiratory infections 


‘ d COU (and since they are the very organisms most sensitive 
CO CAL 2 to ERYTHROCIN) doesn’t it’make good sense to 


prescribe ERYTHROCIN when the infection is coccic? 
filmtab’ 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Since ERYTHROCIN Is inactive against gram- 


negative organisms, it is less likely to alter intestinal 


with Littl flora—with an accompanying low incidence of side 
effects. Also, your patients seldom get the allergic 
reactions sometimes seen with penicillin, Or 


bide of heels loss of accessory vitamins during ERYTHROCIN 


therapy. F'ilmtab ERYTHROCIN (100 


and 250 mg.), bottles of 25 and 100. Ohbott 


*Filmtab— Film sealed tablets; patent applied for. 


throcin 


(Erythromycin, Abbott) 


STEARATE 


FEBRUARY |, 1956, VOL. 30 9 


| 


ey E Brown, University of Chicago Clinics, Chicago 37 
PRESIDENT-ELECT 
Amer’ Ww Bnoke, M.D., Grace-New Haven Community Hospital, 


w Ha 
PAST’ PRESIDENT 
Frank R. Bradiey, M.D., Barnes Hospital, St. Louis 10 
TREASURER 
Jonn N. Hatfield, Passavant Memorial Hospital, Chicago 11 
SECRETARY 
Edwin L. Crosby, M.D., American Hospital Association, Chicago 10 


Boerd of Trustees 


E. Brown, ex officio (airmen) 
Aita, San Commun y Hospital, Upland, Calif. 
R. Bradley, M.D 
adison B. M.D. 
Philadelphia 
H. "University Hospitals, Madison 6 
John N Hatfield, fficio 
Cc. C. Hillman MD. Memorial Hospital, Miami 36 
Jack Masur, D., assistant surgeon general, Public Health Serv- 
ice, Washington 25 
J. M. Mcintyre, Municipal Hospital, Winnipeg, Man. 
William 8 cNary, Michigan Hospital Service, Detroit 
Mary C. Schabinger, , DeEtte Harrison Detwiler Memorial 
frospital, Wauseon 3 Ohio 
Rt. Rev, wd peoorge Lewis Smith, diocesan director of hospi- 
tals, Aik Ss 
Albert W. Snoke, M D., ex officio 


Medical College and Hoepi- 


Committee on Coordination of Activities 


Albert W. Snoke, M.D., chairman 

Ray E. Brown, ex offic fico 

Stanley A. Ferguson, University Hos 

frank 8. Groner, Baptist Memorial spital, Memphis 3 

Stuart K. Hummel, Columbia Hospital, ilwaukee 11 

Russell A. Nelson, M.D., Johns Hopkins Hospital, Baltimore 5 

Abraham Oseroff, Hospital Service Association of Pittsburgh, 
Pitteburgh 19 

Mrs. Cecil D. Snyder, Kenosha Hospital, Kenosha, Wis. 

Edward K. Warren, Groeanwiah Hospital, Greenwich 

Lucius R. Wilson, M.D., Episcopal Hospital, Philadelphia 25 


Cleveland 6 


Council on Administrative Practice 

Stanley A. Ferguson, chairman 

Donald vice chairman, lowa Methodist Hospital, Des 
Moines 1! 

J. Milo Anderson, Strong Memorial Hospital, Rochester 20 

James P. Dixon, M.D., Department o Public Health, Philadel- 


hia 7 
Richard R. Griffith, Delaware Hospital, Wilmington 1 
R. J. Stull, University of California Hospitals, San Francisco 22 
Richard D. Vanderwarker, Memorial enter for Cancer and 
Allied Diseases, New York 21 
Ronald Yaw, Blodgett Memoria! Hospital, Grand Rapids 6 
Linus A. Zink, M.D., Veterans Administration, Washington 25 
Secretary: Ann 8. Friend, 18 E. Division St., Chicago 10 


Council on Association Services 

Stuart K. Hummel, chairman 

Hubert W. Hughes, vice chairman, General Rose Memorial Hos- 
pital, Denver 26 

Albert G. Hahn, Protestant Deaconess Hospital, Evansville 10 

Mrs. Irene McCabe, Missouri Hospital Association, St. Louis 8 

A. C. McGugan, M.D., University of Alberta Hospital. Edmonton 

Homer A. Reid, Lovelace Clinic, Albuquerque 

Charles 7. Royle, Hospital Association of New York State, Al- 


Waverly Hills Tuberculosis Sanatorium, Waverly 

w. W. ‘Sta del, M.D., San Diego County General Hospital, San 
3 


Secretory: Howard F. Cook, 18 E. Division St., Chicago 10 


Biue Cross Commission 

Abraham Oseroff, chairman 

Robert T. Evans, vice chairman, Blue Cross Plan for Hospital! 
Care, Chicago 90 

John R. Hill, treasurer, Tennessee Hospital Service Association, 
Chattanooga 

Kenneth B aboock, M.D., Joint Commission on Accreditation 
of Hospitals, ohn ll 

Rt. Rev. Maegr. John Barrett, archdiocesan director of hos- 
pitals, © 

Arthur M. Calvin, Minnesota Hospital Service Association, St. 


Paul 4 

Frank F. Dickson, Northwest H ital Service, Portigend 7 

Charies Garside, ‘Associated Hospital Service of New York, New 
York 16 

Robert C. Jenkins, Akron Hospital Service, Akron 8 

Basil C. MacLean, commissioner of hospitals, New York 
ity Department of Hospitals. New York | 

Walter R cBee, Group Hospital Service, Dallas 1 

Carl M., Metzger, Hlowo! 1 Service Corporation of Western New 

lo 


York, Bufta 


Stanley H. Saunders, pooupttet Service Corporation of Rhode 
Isiand, Providence 2 

D. Lane Tynes, Blue Cross Hospital Plan, Louisville 2 

Ruth Cook Wilson, Maritime Hospita tal Service Association, Monc- 
ton 


N. 
Director: Richard M. Jones, 425 N. Michigan Ave., Chicago 11 


Council on Government Relations 


Lucius R. Wilson, M.D., chairman 

J. Douglas Colman, vice chairman, Johns Hopkins University and 
Johns ‘Hospital, Baltimore 5 

Ted Bowen ethodist Hospital, Houston 25 

Edison Dick, Passavant Memorial Hospital, Chicago 11 

Abbie E. Dunks, Boston Dispensary, Boston 11 

Hal G. Perrin, Bishop Clarkson Memorial Hospital, Omaha oe 

Lester E. Richwagen, Mary Fletcher Hospital, Burlington, 

Rt. Rev. Msgr. A. Towell, diocesan director of 
Covington 

Clarence . , ~ Latter-Day Saints Hospital, Salt Lake 


ity 
Secretary: Kenneth Williamson, Washington Service Bureau, 
Mills Building, 17th St. and Pennsylvania Ave., N.W., 


Washington 


Committee on Hospital Auxiliaries 


Mrs. Cecil D. Snyder, chairman 

N. vice chairman, New England Medical 
enter 

R. Anthis, Muskogee General Hospital, Muskogee, 


Mrs. George C. Capen, Hartford Hospital, Hartford 15 

Mrs. James C. Enyart, lowa Methodis Hospital—Raymond Blank 
Memorial Hospital for Children, Des Moines 14 

Mrs. Palmer Gaillard Jr., Mobile Infirmary, Mobile 17 

Mrs. Chester A. Hoover, Santa Monica Hospital, Santa Monica 

Mrs. Norman J. Kauffmann, Touro Infirmary, New Orleans 

Mrs. A. C. Rood, Presbyterian Hospital Center, Albuquerque 

Mrs. Arthur B. Slack, t. Luke's Hospital Denver 10 

Mrs. H. Shelton Smith, Duke Hospital, Durham 

Mrs. Alfred H. Taylor, Evanston Hospital, Evanston, Ill. 

Secretary: Elizabeth M. Sanborn, 18 E. Division St., Chicago 10 


Council on Hospital Planning and Piant Operation 


Frank 8S. Groner, chairman 
Ray E. Trussell, M.D., vice chairman, Columbia University School 
of Public Health and Administrative Medici ne, New York 32 
Sister Mary Antonella, St. Joseph Infirma Louisville 8 
Jay W. Collins, Euclid-Glenville ‘Buclid 19, Ohio 
Brie. Gen. Elbert DeCoursey, MC, Army Medical Field 
Service School, Fort Sam Te 
FE. D. Rosenfeid, M D., Long Island Jewish Hospital, New Hyde 
ey J ncer, Lowell General Hos ital, Lowell, Mass 
, & will ams, M.D., State Department of Public Health, Atlanta 
D. B. Wilson, M.D., University Hospital, Jackson 5, Miss. 
Secretary: Clifford Wolfe, 18 E. Division St., Chicago 10 


Council on Prepayment Pians and Hospital Reimbursement 


Edward K. Warren, chairman 
R. K. Swanson, vice chairman, Swedish Hospital, Minneapolis 4 
J. vi paptel, Columbia Hospital of Richland County, Columbia 


Rt. Rev, ‘Mage Edmund J. Goebel, archdiocesan director of hos- 
ilwaukee 12 
h J. Hromadka, Santa Monica Hospital, Santa Monica 

Kerlikowske, M.D.., Hospital, Ann Arbor 

ie J. Mohler. Missouri Pacific lospital, St. Louis 4 

James P. Richardson, Presbyterian Hospital, Charlotte 4 

Clyde L. Sibley, Baptist Hospital, Birmingham 11 

Secretary: James R. Neely, 18 E. Division St., Chicago 10 


Council on Professional Practice 


a A. Nelson, M.D., chairman 


Stewart Hamilton, ‘M_D., vice chairman, Hartford Hospital, 
artfor 
Hon. C. W. Allgood, South Highlands Birmi Guabec 
Rev. Hector L. Bertrand, 8.J., Comité des Hépitaux 

8 
Bradley, Genesee Hospital, Rochester 7 
Robert R. Cadmus, M.D., North Carolina Memorial Hospital. 


pel Hil 
Frederick 7 Hill M.D., Thayer Hospital, Waterville, Maine 
Kar! S. Klicka, M.D., Presbyterian Hospital, Chicago 12 
Tol Terrell, Shannon West Texas Memoria! Hospital, San Angelo 
Secretory: Sarah H. Hardwicke, M.D., 18 E. Division St., Chi- 


cago 10 


Executive Steff 

Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 

Malcolm T. MacEachern, M.D., director of professional relations 


HOSPITALS, J.A.H.A. 


G OF THE AMERICAN HOSPITAL ASSOCIATION 

— 
10 


More and more progressive hospitals are 
adopting the modern procedure of post 
anesthesia recovery rooms. Here patients 
are under the supervision of experts in 
post-operative care— with blood pressure 
units, gas tank and suction pump at hand 
in case of emergency. 


Colson model No. 6878 Post-Anesthesia 
Stretcher with litter raised to shock posi- 
tion. Elevating unit automatically locks 


in any position up to 20” elevation. 


with the 


Improved COLSON 


Post-Anesthesia Stretcher 


Now, with the COLSON post-anesthesia stretcher, one nurse 
can take care of 8 to 12 post-operative patients — a sub- 
stantial savings in time, money and skilled help. 


The new model No, 6878 stretcher shown here is the latest thing in 
post-operative care. Made of sturdy arc-welded tubular construction it is 
equipped with every device for the patient's comfort and safety, including 
easy-rolling, positive-locking casters with conductive rubber tires. 


Write today for free descriptive literature 


THE 


WHEEL CHAIRS + WHEEL STRETCHERS + INHALATORS 
INSTRUMENT TABLES + CASTERS AND WHEELS + DISH AND TRAY TRUCKS 
HOUSEKEEPING TRUCKS + LINEN HAMPERS 


CORPORATION 


Elyria, Ohio 
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The general, general hospital 
by Dean W. Roberts, M.D. 


Dr. Roberts, director of the Na- 
tional Commission on Chronic Ill]- 
ness, was born in Georgia and was 
graduated from Emory University, 
Atlanta. After receiving his doctor 
of medicine degree from Emory 
University School of Medicine in 
1940, he served his internship and 
a two-year residency in pediatrics 
at Johns Hopkins Hospital. 

In 1943 he became affiliated with 
the Maryland State Department of 
Health where he successively held 
positions as chief of the Bureau of 
Child Hygiene, chief of the Bureau 
of Medical Services and deputy di- 
rector of health. 


In wide demand as a teacher and 
a consultant, Dr. Roberts is an in- 
structor in medical care adminis- 
tration at Harvard University 
School of Hygiene and a lecturer in 
public health administration at 
Johns Hopkins University School 
of Hygiene and Public Health— 
from which institution he holds a 
master of public health degree. He 
is a consultant to the Department 
of Education and the Department 
of Health of the state of Maryland. 

A diplomate of the American 
Board of Pediatrics, Dr. Roberts 
was recently appointed executive 
director of the National Society 
for Crippled Children and Adults. 
He will assume his new duties in 
the spring. 


DIACK 


Since 1909 


The Little Diack is the sign of 
steam penetration to the center 
of an autoclaved bundle of 
dressings. 


There is no substitute for perfect routine and a carefully 
trained autoclave operator — but this routine may be 
broken one day and, unless Diacks are used, infected pa- 
tients can be the result... . For 47 years Diacks have been 
the choice of hospital people who know they can achieve 
proper sterilization of dressings day in and day out only 


through routine use of Diack sterilizer controls. 


Research Laboratory of 


Smith & Underwood, Chemists 


ROYAL OAK, MICHIGAN 
(Sole manufacturers of Diack Controls and Inform Controls) 


DR. ROBERTS DR. MURPHY 


Adapting to the 
inevitability of change 


by Franklin D. Murphy, M.D. 


Dr. Murphy is a physician, edu- 
cator and business leader. He was 
appointed chancellor of the Uni- 
versity of Kansas just 15 years 
after obtaining his bachelor of arts 
degree from that institution. 

During the intervening years he 
spent an academic year on an ex- 
change fellowship at the University 
of Goettingen in Germany, studied 
medicine at the University of 
Pennsylvania School of Medicine— 
where he obtained his doctor of 
medicine degree in 1941—did pest- 
graduate work in internal medicine 
and did research on tropical dis- 
eases in the Army. 

Separated from the Army as a 
captain in 1946, he returned to 
Kansas City to practice internal 
medicine, teach and do research in 
the University of Kansas School 
of Medicine. He was appointed 
dean of the School of Medicine in 
1948. 

In the business field he is a 
member of the board of directors 
of a bank, a greeting card company, 
a chemical company and a life in- 
surance company. 

Selected as one of the ten out- 
standing young men in the nation 
by the United States Junior Cham- 
ber of Commerce in 1949, Dr. Mur- 
phy is a member of the board of 
trustees of the Kress Foundation, 
the Carnegie Foundation for the 
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Mr. McCrea recently took time to write 
us concerning the success of E. L. Rinse 
Injectors at Sun Valley. Below are some 
of the highspots from his interesting letter. 


YOU TOO CAN SAVE MONEY... 


E’ conomics Laboratory Rinse Injectors have cut 


our toweling expense 65%,” writes Mr. McCrea. 
“The number of towels used daily in the first quarter 
of 1954, as compared with the number used during 
the like period this year, shows a daily reduction of 
3250 towels. This represents a monthly saving of 
$1950. And both the Challenger Inn and the Lodge 
note the complete absence of water spotting on 
glasses, china and silverware that were formerly 
dried by hand. 

“... at the Lodge and Challenger Inn, savings 
through increased efficiency total $1225 per month 
exclusive of towel savings. 

“We have realized all these savings despite the 
fact that we now serve about 20% more meals than 
we did before the Rinse Injectors were installed.” 


Get the whole story today from your SOILAX 
Sales Representative, or write direct. 


with the E. L. Rinse Injector in your dishroom. Use 
the same dishmachine for glasses, china, silverware, 
plastic. Forget about toweling, water spotting! End 
wet stacking. Get sparkling dry tableware right from 
the dishmachine ... back to work in seconds, And 
remember: Only the Economics Laboratory Rinse 
Injector gives you 1. Con- 
stant-Feed Pump, not a hit- 
or-miss gravity feed. 2. Auto- 
matic Electronic Brain, elimi- 
nates costly solution waste. 
3. Audible Refill Signal, in- 
stantly warns when solution is 
low. 4. Lifetime Guarantee, 
including installation, service, 
repairs FREE FOR LIFE as long 
as you use Rinse Dry exclu- 
sively in your Injector. 


ECONOMICS LABORATORY, INC. 


General Offices: Guardian Building, St. Paul, Minn. 
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Executive Sales and Advertising Offices: 250 Park Avenue, New York 17, N. Y. 


Soys Mr. WINSTON McCREA 
| » 0, Manager, Sun Valley Operations 
‘eae 3 Sun Valley, idaho 


Advancement of Teaching and the 
Menninger Foundation. 


The future of the mental hospital 
by Francis J. Braceland, M.D., $<.D. 


Dr. Braceland, president-elect of 
the American Psychiatric Associa- 
tion and long an earnest campaign- 
er for more constructive attitudes 
toward the problems of the men- 
tally ill, has been psychiatrist-in- 
chief of the Institute of Living, 
Hartford, Connecticut and clinical 
professor of psychiatry, Yale Uni- 


versity since 1951. Before that, 
from 1946 to 
1951, he was 
professor of 
psychiatry, 
Graduate 
School, Mayo 
Foundation, 
University of 
Minnesota and 
consultant in 
psychiatry and 
head of the psy- 
chiatric section, 
Mayo Clinic, Rochester, Minn. 


DR. BRACELAND 


— 


MISS PHOEBE 


“This contest ien't fair! She used an E & J chair!” ER 


IN A SERIES 
SUGGLETED BY PETER KEYG, INOEPENOENCE, mO. 


EVEREST &@ JENNINGS. INC. 


That “head-in-the-clouds” feeling comes | 
naturally to users of E & J chairs. "5 

For patients, their beauty is an invitation 2 

to activity. For nurses, their ease 
of handling and cleaning are champion savers 
of time and effort. For administrators, 
their longer, maintenance-free life 
makes them a greater bargain every year. 


specify EVEREST & JENNINGS chairs 
in your hospital. 


1803 PONTIUS AVE... LOS ANGELES 25. CALIF 


14 


He was special assistant to the 
surgeon general, U. S. Navy from 
1942 to 1944 and served as chief 
of psychiatry, Navy Department, 
Bureau of Medicine and Surgery 
from 1944 to 1946. He also was 
dean of medicine and professor of 
psychiatry, Loyola University, Chi- 
cago. 

A trustee of the Association for 
Research in Nervous and Mental 
Diseases and a consultant to the 
surgeons general of both the Army 
and Navy, Dr. Braceland received 
his bachelor of arts and doctor of 
science degrees from Philadelphia’s 
La Salle College and was granted 
his doctor of medicine degree from 
Jefferson Medical College, Phila- 
delphia. 


Hospitals’ obligation to Blue Cross 
by Madison 8. Brown, M.D. 


Dr. Brown’s busy career in the 
health and hospital field began 
when he received his doctor of 
medicine degree from the Univer- 
sity of Vermont College of Medi- 
cine in 1936. 
Since then it has 
included general 
practice in New 
Hampshire, 
from 1937 to 
1940; positions 
in hospital ad- 
ministration 
courses in Co- 
lumbia Univer- 
sity, New York 
and Johns Hop- 
kins University and key adminis- 
trative posts at The Roosevelt Hos- 
pital, New York and the Johns 
Hopkins Hospital. Prior to becom- 
ing executive vice president and 
medical director, Hahnemann Med- 
ical College and Hospital, Phila- 
delphia in 1953, he held the same 
position at The Roosevelt Hospi- 
tal, 

During the war Dr. Brown, who 
served with the Medical Corps, 9th 
Evacuation Hospital, participated 
in six campaigns of the African- 
Mediterranean-European theatres 
and received the Bronze Star for 
outstanding service. 

He is a trustee of the American 
Hospital Association, a Fellow of 
the American College of Hospital 
Administrators and holds member- 
ship in many medical and hospital 
groups. 
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if you'd rather 


your x-ray apparatus... 


your local Picker representative will gladly 
tell you about our no-capital-investment Rental Plan. . . 
or write us at 25 So. Broadway, White Plains, N.Y. 
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Prker) 
Rental Agreemen™ 
ADDRESS 
STA E 
Subject ro you! acceptance of the terms and condition set forthe 
pickER X-RAY herealtet called the Corporatio® 
address, its Rental Service, comprisins: 
1, The use of the equipment described below} 
we 2, The replacement of cubes which are part of such eae if 
3, Technica! service 2nd the operasiom of 
“i: 4. Maintenance of the equipment 
Descriptio" of Equipme* 


Chrome baffle plate protects 
finish, provides easy access to 
gears. Stainless steel scuff plate 
is also standard, 


Offers more treatment posi- 
tions more quickly than any 
other comparable bed on the 
market because it can be 
cranked from either end. 


Available with Hard Slida- 
Side, the modern space-saving 
safety side. Fittings are stand- 
ard on all Multi-Hites for easy 


installation of Slida-Sides. 


Every piece of Hard hospital furniture is built 
aroind @ specific features: SAFETY 
for both patients and attendants alike. 


‘@ EFFICIENCY — designed to do its 


job efhiciently, including both ease of use by 
attendants and convenience and comfort of pa- 
tients, @) EASE OF MAINTENANCE 
resulting from thoughtful design, sturdy 
construction, durable, chip-resistant finishes 
and intelligent use of scuff plates and bumpers. 

@ STYLING — pace setting styles chat 
make the Hard line the most attractive, most 
practical and most comfortable in the entire 
industry. @ GUARANTEE — Hard's75 
years of experierice plus its reputation for top 


Extra Safety, 


Time-Saving Convenience 


Raises for ease in patient care — lowers to home 
bed height for patient safety and comfort. Single 
crank operation from four convenient positions. 


HARD © 


MULTI-HITE BED 


quality is your best guarantee of hospital 
furniture. 

Every piece of Hard @ Feature Hospital 
Furniture has been designed with the help of 
the Hard Panel of Hospital Experts. This 
panel made up of administrators, doctors and 
nurses carefully check every Hard design and 
every new Hard product. Panel approval as- 
sures you that every piece of Hard hospital 
furniture meets every hospital requirement. 
When you equip with Hard hospital furniture, 
you follow the lead of outstanding hospitals 
the country over. 

HARD MANUFACTURING COMPANY 

BUFFALO 7, NEW YORK 


Shown below is Hard’s © Feature Omega Room Group 


MANUFACTURING 
COMPANY 


HAR 
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p> OR. ALLEN DIES——Wilmar M. Allen, 
M.D., a past president of the Amer- 
ican College of Hospital Adminis- 
trators, died Jan. 14 at the age 
of 61. Dr. Allen, former director 
of the Hartford (Conn.) Hospital, 
had also been active for many 
years in American Hospital Asso- 
ciation affairs. (Details on p. 92.) 


LOS ANGELES TRAIN DISASTER—-Fight 
Los Angeles hospitals treated more 
than 100 injured from the Santa 
Fe train wreck in Los Angeles late 
Sunday afternoon, Jan. 22. 

The two-car commuter train, 
carrying approximately 170 per- 
sons, toppled over as it rounded a 
curve and slid on its side 300 feet. 
Twenty-nine died, according to 
most recent estimates. 

Hospitals receiving the injured 
(and number treated) included: 
Georgia Street Emergency Receiv- 
ing Hospital (24), Los Angeles 
County General (43), Good Sa- 


| digest of NEWS 


maritan (9), California (6), Queen 
of Angels (6), Maywood (16), 
Santa Fe (6), Rose-Netta (15). 
The City of Los Angeles Emer- 
gency Division took over at the 
disaster scene, allocating patients 
to hospitals after first calling to 
determine how soon patients could 
be handled, and how many. 


> PRESIDENT'S BUDGET MESSAGE— Presi - 
dent Eisenhower's budget message, 
sent to Congress on Jan. 16, asked 
for appropriations of more than 
$2.6 billion for Department of 
Health, Education, and Welfare. 

This tops last year’s appropria- 
tions by $500 million, with three 
quarters of the increase earmarked 
for the school construction. 

Important hospital and medical 
budget distributions: 

@ $130 million for Hill-Burton, 
including $88.8 million in basic 
construction funds. 

® $40 million for construction of 


medical and dental research and 
teaching facilities. 

@ $10 million for mortgage in- 
surance for construction of health 
facilities. 

® $126 million for National In- 
stitutes of Health research pro- 
grams. 

® $36 million for Public Health 
Service programs. 

® $662.9 million for Veterans 
Administration inpatient care, with 
another $53 million slated for VA 
hospital construction. 

® $8.7 million for expansion of 
Indian health facilities. 

No appropriation was asked for 
federal reinsurance. The President 
indicated federal funds would re- 
ceive “renewed consideration” if 
other approaches were unsuccess- 
ful. (Details on p. 89.) 


DP HOSPITAL RESEARCH GRANTS — The 
second group of hospital research 
grants, totaling $230,833, was an- 


ENGINEERED 
for efficient, 
economical service 


Combination THERAPEUTIC 
TANK AND POOL, Model HM 
1200... . A special stainless 
steel tank permitting « com- 
bination of possive and vol- 
untery exercise with hydro 


ELECTRIC 
CQRPORATION 
50 MILL ROAD, FREEPORT, 1, 
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Combination ARM, LEG 
AND HIP TANK, Model 
HM 601... . Statienery, 
stainless steel unit for hy- 
dromassage and subequa 
therepy.. Water mixing 
valve is 
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nounced Jan. 23 by Surgeon Gen- 
eral Leonard A. Scheele. 

Five organizations shared in 
the awards, the largest amount-—— 
$109,650—-going to the American 
Hospital Association for a study 
of the nation’s future need for 
hospital facilities. 

Sixteen awards, totaling %$632,- 
793, have been given to date under 
the $1.2 million appropriated last 
year for hospital research. 

Other January awards: 

® St. Mary’s Hospital, Evans- 
ville, Ind.: $31,843, for “a study 


of fundamental changes necessary 
in hospital organization to improve 
the care given patients.” 

®Sinai Hospital, Baltimore, Md.: 
$35,190, for “a study of how hos- 
pital nursing unit can be reorgan- 
ized to attain better utilization of 
nursing personnel and better care 
for the patients.” 

® Health Insurance Plan of 
Greater New York: $30,000 for “a 
study of the influences of prepaid 
insurance for medical care on the 
utilization of hospitals and all hos- 


| pital costs.” 


Frame Tray Trucks 


Now available in the two basic 
sizes illustrated and in 4 or 5- 
shelf models. All types fur- 
nished in either stainless steel 
or standard painted finish. 


® Yale University, New Haven, 
Conn.: $24,150, for “measurement 
of the relationship of hospital de- 
sign to the operation of a hospital 
and the administration of medical 
care.” 


ADMINISTRATION ‘CAUTIOUS’ ON 
CIAL SECURITY—-The Administration 
will move with caution in dealing 
with problems of federal social 
security, due to the “incredible 
magnitude and effect on our econ- 
omy of the system.” 

Assistant HEW Secretary Ros- 
well Perkins expressed this view- 
point in a talk Jan. 13 to a meeting 
of the National Association of So- 
cial Workers. 

Recent OASI inclusions have 
added some ten million persons, 
he declared, bringing approximate- 
ly nine out of ten Americans under 
its provisions. At the same time, 
he added, the Administration has 
not yet spelled out future policy 
in terms of coverage of military 
and federal civilian personnel. 


> PERSONAL MEMBERSHIP DEPARTMENT 
The American Hospital Associa- 
tion has announced plans for a 
personal membership department 
for hospital engineers, the first 
such department to be authorized. 
(Details on p. 91.) 


THE NEWS SPOTLIGHT—Federal dis- 


Model 2655, ws 
large 5-shelf unit trict court ruling in Massachusetts 
Stoiniess steel, opens the hospital’s “operation 
aca | book” to internal revenue agents. 
(Details on p. 91.) 
: New York State Insurance De- 
Se partment reaches hearing stage 
on regulatory code for accident, 
Specification sheet [a health and sickness insurance ad- 
evailable on request. | vertising. (Details on p. 91.) 
Specifications Smooth .. . from Start to Finish New York court prohibits arbi- 
1654-1655 2654-2655 Here's quality from every view- trary denial by public hospitals 
(small size) (large size) point; of privileges. (Details 
19%" x 43%" dow earing casters on p. 93. 
(1454) 10%" (2654) 10%" | Smoothly finished shelves and Sen, Hill, in his first 
Shelf Clearance (1455) 7%” (2655) 7%" uprights. No rough edges, no sharp Sa heme 
corners. Shelves are welded to up- major health speech of new year, 
Deton *8” dovble § °8" double rights and then ground smooth. urged continued research appropri- 
bell boorkg _ bet Shelf edges are turned down with ations under the Hill-Burton pro- 


center panel recessed. Tops of all 
uprights are covered by chrome 
plated plug buttons. Yes, they're 
designed throughout for smooth 
performance and long life. Order 
yours today. 


gram. (Details on p. 95.) 

A $250,000 grant has been made 
to the Joint Commission on Menta! 
Iliness and Health, Inc., by the 
Public Health Service. The grant 
will support the first year of a 
nationwide study of the human and 
economic problems of mental ill- 
ness. (Details on p. 90.) 


"Customer is offered choice of 2—8”" swiv 
and 2-8” stationary casters or 4 swive 
casters with one caster at each end equi; 
with magic swivel lock. Either choice a 
no extra charge. Bumper handles and con 
tinuous rubber bumpers supplied at sligh 
extra cost. 
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BETTER BUSINESS METHODS 


For 
Through tlLower 


Profits 
Costs 


Greater 


Extra Filing Space With Extra 


Drawer KOMPAKT Files 


Extra drawer Kompakt Files at 
the St. Francis Hospital, Topeka, 
Kansas, saved costly filing floor 
space while increasing filing ca- 
pacity 25 percent. New 6-drawer 
Kompakt Files, replacing con- 
ventional 5-drawer files of the 
same height, substantially in- 
creased the number of records 
stored within the same area. 
Built into the wall of the Medical 
Records Room, these handsome, 


“Gray-Rite’’ finished cabinets 
blend harmoniously with any 
color scheme. 

Kompakt — the file with the 
extra drawer — has smoother 
operation...modern, streamlined 
appearance... greater strength, 
rigidity and durability! Get 
extra filing capacity in your 
Medical Records Room with 
extra drawer Kompakts. Circle 
LBV676. 


Shelf Filing Expands Medical Records Room 
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Installation of Remington Rand 
Shelf Filing in the Medical Ree- 
ords Library of Firmin Desloge 
Hospital, St. Louis, Missouri, 
made room for a 33 percent ex- 
pansion. Besides the great space- 
saving advantage of Shelf Filing, 
they found records filed on 
shelves are much more accessible, 
easier to file and find. Overall re- 
sults: more efficient administra- 
tive procedures; reduced oper- 
ating costs. Circle LBV626. 


Microfilm Makes Room 
For New Research 
Laboratory 


Microfilm reclaimed 94 percent 
of old-file storage space at the 
Baroness Erlanger Hospital to 
make room for an isotope re- 
search laboratory. Through its 
microfilm program approxi- 
mately 4,200 square feet of floor 
space is available for other pur- 
poses. 1,500,000 space-consum- 
ing, bulky records are now stored 


in a single filing cabinet in the 
Record Room. Get all the facts 
on this interesting case history. 
Read how this hospital met to- 
day’s demands for more room to 
conduct a constant broadening 
program of activities. Circle 
CH984. 


DIVISION OF SPFERRY BAND CORPORATION 


| Room 1250, 315 Fourth Ave., New York 10 |! 
| Please ace that I receive the literature | 
| circled. 
LBV676 LBV626 CHOR4 | 
Name & Title 
| 
| 
| Address | 
| 
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Training dietary employees 

We are establishing procedures for 

training food service personnel, What 

publications does the Association have 
available on personnel training? 


Chapter X in the AHA Hospital 
Food Service Manual outlines the 
duties and responsibilities of pro- 
fessional and nonprofessional food 
service personnel and contains a 
sample work schedule that should 
be drawn up for each food serv- 
ice employee. 

Readings in Hospital Dietary 
Administration, a 427-page collec- 
tion of the best in published dietary 
literature, contains five articles on 
training food service personnel. 
The articles describe how to set 
up a training program in large and 
small hospitals, personnel training 
problems and procedures in small 
hospitals, and the need for train- 
ing of supervisors. 

Section I of the AHA Hospital 
Personnel Administration manual 
covers the development of sound 
personnel practices—why policies 
are important, how a hospital can 
determine its need for policies and 
how the policies are written. Sec- 
tion II discusses how to conduct a 
successful conference using tech- 
niques proved to be most effective. 
S, FRIEND 


Hospitals’ financial condition 


How does the financial condition of 
hospitals of leas than 75 beds compare 
to those of more than 75 beds? I am 
referring to the finances that the hos- 
pltals have access to from their own 
resources. 


Table 11 on page 27 of the 
1955 Administrators Guide Issue 
of HOSPITALS, JOURNAL OF THE 
AMERICAN HOSPITAL ASSOCIATION 
contains information on total pa- 
tient income, total payroll expenses 
and full-time personnel employed, 


enewers to these questions should not be con- 
as being lege! advice. Hospitals with lego! 
ere advised te consult their own attorneys. 
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by type of hospital. Table 12 on 
page 28 gives the financial condi- 
tion of hospitals by bed size. 
Although Volume I of Financing 
Hospital Care in the United States 
does not give your requested com- 
parison of the financial condition 
of hospitals, the bed groupings 
should assist you in comparing 
departmental, payroll and total 
expenses of the respective groups. 
-—~RONALD A, JYDSTRUP 


Library requests 


There are several items that we 
would like to borrow from the Library 
of the American Hospital Association, 
Asa 8S. Bacon Memorial. How should 
this request be made? Is the Library 
service available to all hospitals? 


Any hospital which is a member 
of the American Hospital Associa- 
tion may directly request service 
from the Library. It is not neces- 
sary to indicate the magazine or 
text in which pertinent articles 
appear, although this information 
is helpful in expediting the request. 
It is only necessary that the re- 
quest be defined in as specific terms 
as possible. 

Our trained library staff then 
selects appropriate articles, books, 
manuals and other literature, per- 
tinent to your subject, and then 
sends them without charge to you 
for a 30-day loan period. The only 
cost involved is that of return 
postage. 

When the Library receives an 
inquiry that is not adequately cov- 
ered by existing literature, the re- 
quest is referred to one of the staff 
specialists for reply.—-HELEN YAST 


Drugs at bedside 


One of our hospitals is considering 
leaving drugs at the patient's bedside 
or in the room for self administration. 
When the patient is ill at home, medi- 
cations are usually kept close at hand. 
Is this a sound practice? 


In certain situations many physi- 
cians believe it is desirable to leave 


certain drugs at the patient’s bed- 
side for self administration. For 
example, an asthmatic patient who 
learns to sense the beginning of an 
attack can ward off a severe one 
by taking medications promptly. A 
cardiac patient with anginal 
attacks can quickly relieve his pain 
by slipping a small nitroglycerin 
tablet under his tongue. 

The important safeguard for the 
hospital is the physician’s written 
order in the patient’s medical! 
record, stating that the patient may 
keep the drug at his bedside. The 
order should also indicate what the 
drug is and make provision for re- 
cording the medication taken, if 
the physician deems that it is de- 
sirable. 

Narcotics and barbiturates are 
not desirable drugs to be used for 
self medication. The hospital phar- 
macy or therapeutics committee 
may wish to consider the matter 
of self administrations and draw up 
a recommended policy for the hos- 
pital on this practice. 

—SARAH H. HARDWICKE, 


Construction costs 


We are seeking information on hos- 
pital construction costs for our board 
of trustees. Is the cost per cubic foot 
and per bed greater for general hos- 
pitals than chronic disease units? 


Costs of general versus chronic 
disease hospitals cannot be com- 
pared without a specific definition 
of the construction programs in- 
volved and the services to be given. 
Generally speaking, a convalescent 
type unit providing patients’ rooms 
primarily with a few supportive 
services would be cheaper than a 
general hospital. 

A chronic disease hospital, in 
accordance with the new concepts 
evolving, connotes facilities for in- 
tensive care, treatment and reha- 
bilitation of long-term patients. 
Thus, in addition to the typical 
facilities of the acute general hos- 
pital, there are special considera- 
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Best Insurance for SAFE, Comfortable Showers! 
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More Convenient for Bathers 
HYDROGUARD installations are unclut- 
tered with various valves. Because it 
has a built-in shut-off valve none is re- 
quired between it and the shower head. 
HyYpROGUARD is often used with shower 
heads having built-in volume control. 
For shower and tub control it is used 
with diverter spout as shown above, 


HYDROGUARD introduces an advanced style trend in shower control, 
It provides greater convenience for bathers and neater appearance, 
It is available for concealed piping (above) and for exposed piping. 


Dynamic New Design Simplifies Shower Installation 


New Triple Duty STRAINER-CHECK-STOPS 
concealed behind the HyproGcuarp 


cover, simplify piping and tile Powers HYDROGUARD Is Thermostatic. It is the finest shower control money can buy. 


work. Walls are unmarred by pro- It always maintains the shower temperature wherever the bather sets it... 
truding knobs or valve handles. regardless of temperature or pressure changes in water supply. 

With only one dial to turn in- 

stead of the usual 2 to 4 valves, Thermostatic SAFETY LIMIT Protects Bather from Scalding. It prevents flow of water 
there is no confusion on the part to shower above 110°F. Should cold water supply fail Hyprocuarp 


of the bather. 
instantly and completely shuts off hot water. 


Conserves Water formerly wasted while adjusting various valves before bathing 
and jumping in and out of shower because of temperature changes. 


Consult Powers on Shower Planning. Call our nearest office for data 
on Powers Sarge SHower Systems. An experienced Powers engineer 
will gladly help you select the best shower controls for your requirements, 


For further information, W rite for Bulletin 366, 


be 


Don’t skimp on Safety in Showers 
Get POWERS SAFE SHOWER SYSTEMS dota. 
Call your nearest Powers office. 


THE POWERS REGULATOR COMPANY 


SKOKIE, tLLInors | Offices in chief cities in U.B_A., Canada and Mexico 


65 Years of Leadership in Water Temperature Control 


(cija) @ Ree U. Per O8 
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tions requisite to handicapped con- 
ditions of patients and programs 
essential to their rehabilitation. 
Consequently, such facilities would 
be provided most logically as a 
unit of a general hospital. The cost 
of such facilities is not likely to 
be less than that of comparable 
areas of general hospitals. Quite 
possibly the cost would be more. 

Specific information on construc- 
tion costs in your area can be ob- 
tained from your state health de- 
partment’s division of hospital 
services. 


_The following sources of infor- 
mation on hospital construction 
may be of help to you: 

‘1. “Hospital Construction—Prog- 
ress and Prospects” by John W. 
Cronin, M.D., in the January 1954 
HOSPITALS JOURNAL OF THE AMERI- 
CAN HOSPITAL ASSOCIATION. 

2. March 1955 construction issue 
of HOSPITALS.—-CLIFFORD E. WOLFE 


Parenthood classes 


Our hospital is planning to intro- 
duce parenthood classes in coéperation 
with the Visiting Nurse Association and 


OPERATING 


E THE 


REDUCE HOSPITAL 


DURABLE MATIRESS 
ST VER DEVELOPED 


cosTs! 


Sipho-ctle INSTITUTIONAL MATTRESS 
FOR GENERAL HOSPITAL USE 


The amazing covering material used on SYKO-ETTE mattresses is 
unbelievably durable. You simply can’t appreciate its toughness until 
you have tried to tear it. It is, without doubt, the greatest improvement 


® trade nome 
registered and 
patents pending 


in hospital mattresses in many years. 


And MOST IMPORTANT OF ALL- SYKO-ETTE Mattresses, with the sov- 
ings of labor and rubber sheets, will cost less than other 


mat- 


tresses .. . they outlast other mattresses .. . they eliminate the use of 


rubber sheets and plastic covers . . 


. they enable you to cut your 


inventory of reserve mattresses .. . they are unsurpassed for comfort 


SUPPLYING THE WORLD'S HOSPITALS WITH 
481 North Main Street 


..» they ere guaranteed to do all we claim for them, What better buy 
could you ask for your money? 


Write today for complete information and a sample swatch of 
SYKO-ETTE tpi material, Test it and you'll be convinced! 


SERIES 3000 
INNERSPRING TYPE 

The spring unit is firm, but with proper flexi- 
bility to give the comfort of a tuftiess mattress. 
Bends easily for all positions of a gatch hos- 
pital bed. Interlocked construction prevents 
coils shifting out of proper position. Special 
flexible edge is designed to preserve shape of 
sides when sitting on edge of mattress. All 
seams of SYKO-ETTE covering are completely 
sealed against moisture. Supplied in four sizes. 


SERIES 4000 

FOAMEX TYPE 

The most comfortable of all hospital mat- 
tresses. The firm density stiffener (thru the 
center of the Foamex) provides the proper 
firmness and helps to keep the whole mattress 
flat and the sheet from crawling or wrinkling 
under patient's body. No metal of any kind 
used in this mattress. All seams of the SYKO- 
ETTE covering ore og sealed against 
moisture. Supplied in eight si 


Siyho® AND Sy MATTRESSES 
Mansfield, Ohio 


our hospital's auxiliary. There is some 
question as to who should sponsor this 
type of program and where classes 
should be held. Can you tell us how 
other hospitals are offering this serv- 
ice? 


The program with which I am 
most familiar is conducted by the 
Visiting Nurse Association in co- 
Operation with the hospital. The 
obstetrical staff, of course, would 
have given its endorsement and the 
administrator his approval before 
the program is begun. 

The auxiliary arranges for the 
meeting space at the hospital. The 
visiting nurse group invites the 
mothers, and the doctors encourage 
expectant mothers to attend the 
classes. The hospital staff is a part 
of this program, too, for merfrbers 
of the obstetrical department often 
take the expectant mothers on a 
tour of the obstetrical facilities. 
At the close of the tour, the aux- 
iliary serves tea. 

Many of these classes are held 
in the evening so that the fathers 
may attend. 

Several auxiliaries have been in- 
strumental in arranging a series 
of meetings that have met with 
marked success. Having the classes 
at the hospital is very advantage- 
ous.—ELIZABETH M. SANBORN 


Patients ‘‘on leave’’ 


How do most hospitals statistically 
treat patients “on leave” from the hos- 
pital who will be definitely readmitted 
at a known time? Under our present 
policy we treat the patient as a dis- 
charge at the time of discharge and an 
admission at the time of readmission, 
provided these two events overlap two 
or more census-taking periods, A new 
admission number is issued and new 
chart forms, with the exception of 
history and physical, are initiated, A 
room charge is not made for the period 
of absence. 


There is no uniform policy on 
the statistical treatment of patients 
“on leave’ from the hospital for 
short periods of time. Your pres- 
ent policy is a common one and 
a good one. The particular ad- 
vantage of such a policy is the 
protection it affords the hospital 
in the case of accident. A formally 
discharged patient could not be 
construed to be as much a responsi- 
bility of the hospital as a patient 
on temporary leave.—RONALD A. 
JYDSTRUP 
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hift 
quickly 


to any operative position 


Bm without visual attention 


Any coriventional or extreme 

position is obtained quickly with the 
head-end of... 

SHAMPAINE G-1502 MAJOR OPERATING TABLE 


Write on your letterhead for brochure today. 


the world’s most complete line of tables . . . operating, chair, obstetrical 


A MODEL FOR EVERY NEED 


1920 SOUTH JEFFERSON «+ ST. LOUIS, 
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Muslin Sheets Feel Like Percale! 


New gives 
all washables 


New Armour discovery gives all fabrics you wash a luxurious, 


soft finish! Makes whites whiter, colors brighter. Actually softens, 


blues and brightens in a single rinse for just pennies a load! 


Now vVeLVA-sort, the miracle fabric softener, has 


new BLU-BRITE added — Armour’s exclusive combina- 


tion fabric blue and brightener. Makes VELVA-SOFT 
the only product in the world that softens, blues and 
brightens everything you wash—does all three in a 
single rinse! Towels come out nearly twice as thick 
and fluffy, Muslin sheets become as smooth as per- 
cale. All white goods come out gleaming and snowy 
white, and colors are brighter than ever! What's 
more, fabrics actually last longer, wear better when 
they're rinsed in new VELVA-SOFT ! 

New VELVA-SOFT with BLU-BRITE makes laundering 
operations much easier, too! A VELVA-SOFT finish re- 
sists dirt, grease, food and body stains, so fabrics come 
clean quicker — you'll have fewer re-runs. VELVA-SOFT 
works equally well on a// fabrics—natural and syn- 


Makes Ironing Much Easier! 


thetic. And VELVA-SOFT treated fabrics are practically 
static-free, almost wrinkle-free. That makes the shake- 
out period shorter and ironing easier. 

All these amazing VELVA-SorT benefits require no 
extra work. You simply add new VELVA-SOFT with 
BLU-BRITE to your final rinse! And since it is the 
final rinse, none of the softening, bluing and bright- 
ening powers are washed away. 

Diapers and surgical linens are softened and 
sanitized! New VELVA-SOFT containing BLU-BRITE 
sanitizes as it softens diapers. Diaper rash bacteria 
(bacillus ammoniagenes) are stopped before they can 
cause irritation. Surgical linens maintain this sanitized 
treatment from one wash to the next. 

Send for a trial order, today. See for yourself the 
amazing difference a VELVA-SOFT rinse can make! 


Gives Fabrics Longer Life! 


New VeLva-sorT softens fibers and gives 
fabrics a smooth, soft finish. Makes even the 
roughest muslin sheets feel as smooth and 
luxurious as percale ! 


A VELVA-SOFT finish keeps dirt and grit out 
of fibers—restores natural flexibility and 
lubricity. Reduces stiffening, fraying, break- 
ing of fibers — mechanical wear of fabric! 


Fabrics treated with new VELVA-SOFT are 
practically static-free— almost wrinkle-free. 
VELVA-SOFT finished clothes shake out faster 
— folding is easier ! 
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soft, fluffy finish 
-brightens and blues, too! 


Mail this coupon today! 
Armour Industrial Soap Department, O02 
1355 West 31st Street, Chicago 9, 
Please send me: 
Free VELVA-SOFT booklet and price information. 
Triel Order (with a money-beck guvorantee!) of new 
VELVA-SOFT with 6LU-BRITE— 125 Ib. drum @ $27.50. 


© Armour and Company + 1355 West Street + Chicago 9, Illinois 


INDUSTRIAL SOAP DEPARTMENT 
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Clearing the logway 


The increasing pile of question- 
naires reaching administrator’s 
desks in the Quaker State has 
prompted the Hospital Association 
of Pennsylvania to recommend a 
policy for their 

Realizing that the information 
sought by several groups ofttimes 
overlaps and that it is impossible 
to develop one comprehensive 
questionnaire, the HAP board has 
adopted a “don’t answer unless it’s 
cleared” policy. 

The board’s conclusions: 
® Member hospitals need not com- 
plete questionnaires until they 
have been cleared through the local 
or state association. 
® Administrators and department 
heads should not answer questions 
if there is any doubt about the 
submitting individual or group, 
why the information is being re- 
quested or how it will be used. 

The board also suggests that 
Pennsylvania hospitals planning to 
issue a questionnaire should check 
first with the HAP office to see if 
other similar surveys have been 
made. 

The Association sees the policy 
as “assuaging the conscience of the 
sympathetic administrator and 
helping to break up the logjam of 
papers on his desk.” Officials re- 


port the policy has not interfered 
in any way with efforts of state 
agencies to get the information 
they need. 


Rx for vandalism 


Jewish Hospital of Brooklyn’s 
new boys’ club has taken great 
strides towards converting the hos- 
tility of an underprivileged com- 
munity into enthusiasm for the 
hospital. 

So relates Chief Security Officer 
Salvatore Cosentino in his recent 
article, “Rx for Vandalism,” in the 
magazine Human Interest. Crack- 
ing down on the kids, he says,— 
turning them over regularly to the 
police—didn’t seem to offer any 
lasting solution. The problem was 
to give them a real stake in the 
hospital, “a few of the things all 
kids need and these boys weren’t 
getting.” 

His boys’ club proposal offered 
just this. 

The first step was an essay con- 
test in the local public school, on 
“Why I Should Be Quiet Near a 
Hospital.” The prizes? Top posts in 
an important new neighborhood 
club about to be formed—a club 
the “grapevine” said had pull with 
the Dodgers and Yanks, and whose 
backers believed in ice cream 
sodas, sports equipment and 
“trips.” 


LITTLE LEAGUERS line up te try thelr skill at “pitchometer.”’ —Vonnucci foto Services. 
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Twenty winners were given arm- 
bands, an inspection tour of the 
childrens’ wards and important as- 
signments, the most important of 
which was to recruit more mem- 
bers. 

News of the meetings got 
around; so did news of visits to 
ball games, of boxing lessons, of 
parties. Other organizations 
pitched in with help: New York’s 
Police Athletic League, the schools, 
professional ball teams, neighbor- 
hood groups. Eventually, the snags 
were cleared. 

The present membership is well 
over 60 boys, ages 8 to 14. At the 
same time, according to Cosentino, 
the hospital’s liability rate is the 
lowest in years. Vandalism and de- 
linquency have decreased. 

Only one problem seems to stand 
on the horizon, suggests Cosentino. 
The hospital is being threatened 
by a new group. The neighborhood 
girls want to join! 


In there pitching 


Last year, Hospital Service As- 
sociation of Northeastern Pennsy]- 
vania (the area’s Blue Cross Plan) 
capitalized on baseball enthusiasm. 
Under its sponsorship, Franklin 
Institute’s famous ‘“pitchometer’”’ 
appeared for the Little League 
World Series spectacle. 

“Pitchometer” is the spaceman- 
like robot testing device that meas- 
ures the speed of a pitched ball. 

Under professional guidance, 
Little Leaguers there assembled 
twirled three pitches into the ma- 
chine. Various “mysterious” ele- 
ments like electric eyes measured | 
the speed. The boys kept track of 
their success on special Blue Cross- 
Blue Shield score cards. 

Advertising on “pitchometer’s” 
sides proclaimed that the contest 
was a Blue Cross-Blue Shield 
event. 

The boys went away happy, and 
the Plan racked up another victory 
enroute to the public awareness 
title. 
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..OIlsonite seats have not 
yellowed..”’ 


SHOCK-PROOF SEATS 


SWEDISH CRUCIBLE STEEL COMPANY © Plastics Division, 8561 Butler Avenue, Detroit 11, Michigan 
ORIGINATORS OF THE SOLID PLASTIC SEAT 
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Reports Buffalo Hospital 


Sisters of Charity Hospital, Buffalo, New ¥ ork 


Sister Eugenia, Administrator of Sisters 
of Charity Hospital, Buffalo, New York, 
has written: “I am happy to state that 
our experience with Olsonite Seats has 
been excellent. White seats look more 
sanitary, and the Olsonite Seats have not 
discolored or yellowed.” 


Like this Sisters of Charity Hospital, many 
other hospitals and institutions across 
the nation are standardizing on Olsonite 
Shock-Proof Seats for replacements. They 
are discovering that Olsonite Seats are as 
durable as they are good looking. 


ven after years of service, white Shock- 
Proof Olsonite Seats will not “yellow.” 
Made of one material all the way through, 
there is no applied finish to crack, chip or 
peel—no exposed metal to rust or corrode, 
You can put an end to toilet seat replace- 
ment with the seat that stays white for a 
lifetime of normal use—Solid Olsonite 
Shock -Proof Seats. Also available in black. 
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New... 


KALEIDOSCOPE FURNITURE 


72 Combinations of the Kaleido-Kase 


Here’s a new idea in hospital furniture! It's 
KALEIDOSCOPE . . . a complete patient room 
grouping that includes the KALEIDO-KASE, 
a most versatile unit. The KALEIDO-KASE is a 
bedside cabinet, a chest or a combination of 
both. Actually provides 72 possible 
combinations ... one or more of which is 
sure to meet your exact needs. Large or small 
rooms, single, double or ward .. . this is the 
answer to every furnishing problem. You car. 
now have flexibility of room arrangement and 
interchangeability of pieces from room to room! 


CARROM INDUSTRIES, INC. 
Ludington, Michigan 


Write tor New Cataiog! 
See the 72 KALEIDO-KASE 
combinations! See the 
complete KALEIDOSCOPE 
Grouping! Send for this 
Carrom catalog now. 


TYPICAL of the KALEIDOSCOPE ieiatie 
is this CARROM - 2 - HEIGHT Bec... electric 


or manual. The grouping also includes easy chairs, 
side chairs, overbed tabies and flower tables. 
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AUDIO 


to your present 


VISUAL system 


of corridor domelights 


He's expected 
shortly, 
Mrs. Jones 


Executone’s DEPENDABLE Audio-Visual 
Nurse Call System Cuts Foot Travel in Half! 


Easily and quickly added to your present visual domelight FOUR MORE Executone SERVICES 
system, Executone frequently uses existing conduits or 
raceways—providing you with a modern Audio-Visual 
Nurse Call System! All accomplished with no interruption 
of service during installation! 


Many hospitals—old and new—are discovering the econo- 2. Doctors’ Call System locates doctors instantly, 
anywhere in the hospital. 


1. Radio-Sound Distribution System provides 
patient with entertainment programs through individual 
‘pillow speakers’. 


my and efhciency of Executone’s Audio-Visual system. 


More patients are handled with less effort, in less time! 
P y 3. Bed Occupancy Monitor’ alerts nurses when a 


One hospital reports that Executone has reduced operating “bed restricted” patient tries to get out of bed. 
costs 8% per bed. /t is an invaluable aid in relieving the 
nurse shortage. 4. General Administrative Intercom coordinates 


activities between depart t is. 
By pressing a bedside button, the patient activates signals at three ween departments and individuals 


locations—chime and light on nurse’s control station, corridor eee 
domelight, buzzer and light on duty stations. The nurse presses EXECUTONE. INC. Devt, E-8 
key to reply .. Executone’s Call System may be installed com. 415 ~ 
plete, added to existing domelight systems, or installed without obligation, please let me hove information 
domelights. | on the following | 
Audio-Visual Nurse Call System 
Radio-Sound Distribution System 
Bed Occupancy Monitor” (©) Doetors’ Call System 
General Administrative Intercom 
6 Name Tithe 
Heepital 
Address 
HOSPITAL COMMUNICATION SYSTEMS In Canada; 331 Bartlett Ave., Toronto 
an an an anan 
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AIRY 
A Division of 
Union Corbide and Carbon Corporation a 
30 East 42nd Street, New York 17, N.Y. 
in Canada; LINDE AIR PRODUCTS COMPANY 
Division of Union Cerbide Conoda Limited, Toronto | 
{formerly Dominion Oxygen Company) 


TRADE- MARK 


ene 


THESE SERVICES 


LINDE oxygen itself may be invisible, but 


the “extras” you get with it are easily seen, 


Motion pictures, monthly bulletins, hand- 
books, and technical aids are available free of 
charge to users of Linpe Oxygen U.S.P. This 
material is designed to help hospital personnel 
to administer oxygen effectively, economically, 


and safely, 


In addition, special LinpE representatives 
assist hospitals in solving specific problems 
pertaining to oxygen therapy. Call Linpe 
when problems arise or, better still, call before 
they arise. Frequently Linpe can help you to 


avoid them. 
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hospitals 


and in drinking tubes it’s FLEX-STRAW (= 


TO ANY ANGLE 


AND COLD LICUIDS 


BE MODERN...G0 PAPER 
Today, with labor costs at an all. time high, 


disposable paper products have become SANITARY 

an important thrift element to the | 

modern hospital. Sate, disposable COMPORT AND SAPETY 
FOR THE PATIENT 


paper products release employees for 
more important tasks by eliminating the 
need for collecting, sterilizing and 
reissuing items in everyday use. important 
too, disposable paper products eliminate 
the possibility of communicating Gigease 
and the danger of injury due to breakage. y ; 


THE ONLY PULLY BENDASLE 
DRINKING TUBE 


Flex- tra ws 


Pay for themselves in 
Sterilization sevings alone! 


LITERATURE 


Canadian Distributors: 
INGEAM & BELL LTD. 
Heoedavorters: Toronto 
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MAKES STERILIZER HISTORY 


A DOUBLY-SAFE DOOR 


a complete double-walled chamber ... including the back Pressure diaphragm lock inside door and safety lock 
plate area... permits a fuller distribution of steam which outside door give dual protection against premature 
effects a more rapid heating of the load. Increases oper- opening. 


FOR THE FIRST TIME, 


? A new ball-suspended DOOR HINGE for simplified 
. horizontal, vertical and perpendicular self-centering 

Both inner and outer shells are entirely Monel — an . corrections. 

exclusive, as is the forged end ring to which they are both : 3 Noise-free ball-bearing THRUST MECHANISM. Re- 

welded, No rivets to leak, no solder to loosen. Castle's all- Ss cessed gasket in door for greater maintenance economy. 

welded construction provides greater strength, smooth 

surfaces without pits or crevices, lifetime resistance against ‘ WRITE TODAY for complete details on Castle Planning, 

rust or corrosive damage, Greater operating economy. P Engineering and Fabrication. 


LIGHTS AND STERILIZERS 


WILMOT CASTLE COMPANY 1702 HENRIETTA RD. ROCHESTER, N. Y. 
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When 


you save MO N EY 
ENEMA 


NOW AT A NEW, LOWER PRICE 


(25.3 MINUTES compare’ 40 sECONDS 


It takes only 40 seconds to prepare and ad- 
minister a routine enema with the Fleet 
Enema Disposable Unit. Using cumbersome, 
old-fashioned equipment, preparation plus 
instillation plus “clean-up” and sterilization 
consumes 28.3 minutes. 

Only FLeet ENEMA Disposable Unit offers 
these conveniences . . . one hand administra- 
tion... sanitary, individually sealed rectal 
tube .. . built-in rubber diaphragm to control 
flow, prevent leakage. 

Each individual 41% fi. oz. unit contains, per 100 

cc., 16 gm. sodium biphosphate, and 6 gm. sodium 

phosphate, an enema solution of Phospho-Soda 

(Fleet)... gentle, prompt, thorough. 

*From a soon-to-be- published time-cost study. 
“Phospho-Soda”, “Fleet and “Fleet Enema” are 
registered trademarks of C. 8. Fleet Co. Ine. 

Cc. B. PLEET CO., INC. + LYNCHBURG, VIRGINIA 


Manutacturers of “Phosphe-Soda’’, a lax- 
ative of choice for over hall a century. 
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SsYNKAYVITE 


In hospitals throughout the country, orders 
| for routine administration of vitamin K 
often specify Synkayvite ‘Roche.’ Water- 
soluble, highly potent and economical, 
Synkayvite is suitable for subcutaneous, 
intramuscular, intravenous and oral 
therapy. Synkayvite will not gather dust 
on your pharmacy shelves. 


SYNKAYVITE’ 


Synkayvite Sodium Diphosphate — brand sodium menadiol diphosphate 


- ORDER DIRECT FROM ‘ROCHE’ AT HOSPITAL PRICES. 


HOFFMANN = LA ROCHE INC. 
Roche Park * Nutley 10 * New Jersey 
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editorial notes 


—oxygen and 
retrolental fibroplasia 


The administrator of every hos- 
pital with a newborn nursery 
should be aware of the apparent 
relationship between the use of 
oxygen and retrolental fibroplasia 
in premature infants. 

The Committee on the Fetus and 
Newborn Infant of the American 


‘Academy of Pediatrics prepared a 


statement on this subject and the 


‘statement has been approved by 


the Academy's executive board. 
(See page 60 of this issue.) It states 
that the “accumulated evidence 
definitely incriminates the exces- 
sive use of oxygen as a major factor 
in the cause of retrolental fibro- 
plasia in premature infants.” 

The statement also points out 
that oxygen can be the means of 
saving the lives of certain babies. 
The decision as to when to risk 
ocular damage or even blindness 
for the possible life of the child is 
obviously a medical decision. 

In light of the scientific evidence 
incriminating oxygen in retrolental 
fibroplasia, the administrator has 
definite and weighty responsibili- 
ties although, of course, as stated 
above, the ultimate decision in each 
individual case must be made by 
the physician. 

The administrator must recog- 
nize that injury resulting from in- 
discriminate use of oxygen could 
conceivably produce hospital la- 
bility. Therefore, the hospital must 
be certain that the members of the 
medical staff are aware of the 
scientific incrimination of oxygen 
in retrolental fibroplasia. 

The Academy of Pediatrics’ 
statement further sets forth that 
the concentration of oxygen being 
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administered to premature infants 
must be determined “as often as 
necessary to keep it properly 
stabilized but at least every four 
hours.” 

The responsibility for such 
watchfulness obviously will de- 
volve upon the hospital staff and 
necessary regulations must be 
promulgated and enforced. 

The hospital which provides a 
source which does not contain or 
cannot deliver more than 40 per 
cent oxygen must also have avail- 
able a supply where a higher con- 
centration can be supplied in those 
special instances where-it is in- 
dicated. 


—for better patient care 


The age of specialization in 
which we live has made its mark 
on hospitals as well as the medical 
profession. Today it is not uncom- 
mon for hospitals as well as doctors 
to specialize. 

Departments within a hospital 
also have responded to this influ- 
ence with better patient care the 
Surgical recovery rooms, 
for example, have won wide ac- 
ceptance in a relatively short time. 
And with good reason. There seems 
little doubt that a specially staffed 
and equipped unit located near the 
operating room is well prepared to 
handle—and in many cases anti- 
cipate —- post-operative complica- 
tions. 

A logical extension of this kind 
of thinking has led many adminis- 
trators to install obstetrical re- 
covery rooms in their hospitals. In 
these rooms mothers and babies 
receive special observation and 
care immediately following de- 
livery. 


Margaret K. Schafer, writing in. 
the January 16 issue of HOSPITALS 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION, page 47, describes 
the physical facilities and staffing 
needed for this kind of recovery 
room. In the same issue, page 48, 
Margaret Simmons describes how 
an obstetrical recovery room was 
installed at General Rose Memorial 
Hospital, Denver. Administrators 
who have been considering such 
a room will find rewarding a read- 
ing of these two articles. 


—the Coggeshall appointment 


We are delighted that the va- 
cancy created by the resignation of 
Dr. Chester S. Keefer as special 
medical and health affairs assistant 
to the Secretary of Health, Educa- 
tion and Welfare has been filled. 

We are equally delighted that 
Secretary Marion B, Folsom was 
able to persuade Dr. Lowell T. 
Coggeshall to take this important 
position. Dr. Coggeshall has been 
dean of the University of Chi- 
cago's Biological Sciences Division 
since 1947. He is an able adminis- 
trator. He is sincerely devoted to 
better health care for all the peo- 
ple. He is perceptive in his grasp 
of problems and their solutions. 

Of particular interest to our field 
is Dr. Coggeshall’s awareness of 
the role hospitals must play in the 
total health picture and of the 
difficulties besetting our hospitals. 
We may be sure that as issues 
affecting hospitals are brought to 
him, the advice he will give the 
Secretary will be in the interest of 
all the people and all the hospitals. 

The Medical Services Task Force 
of the Hoover Commission recom- 
mended that the position to which 
Dr. Coggeshall has been appointed 
be elevated to an assistant secre- 
taryship. In view of the importance 
of our national health this is a 
logical move. 
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HOSPITALS 


adapting to the 


ee ONLY THING more certain in 
this life than death or taxes is 
the inevitability of change. No 
matter what activity one considers, 
be it political processes, business 
and industrial practices, education- 
al techniques, cultural forms or 
biologic structure and function, the 
one common hallmark—change— 
is always present. 

The degree, direction and speed 
of the change may vary from one 
period in human history to another, 
at one time rushing in full tide and 
again slow and imperceptible; but 
constantly, relentlessly, inexorably, 
for better or for worse, change 
exerts its influence, 


To believe that the status quo is 
a natural state of affairs is more 
than ignorance—it is the sheerest 
folly, for as history repeatedly 
shows, the artificial damming back 
of change leads to the building up 
of social pressures and tensions 
which, when released, are explo- 
sive, often undirected and indis- 
criminately harmful. Clearly the 
course of wisdom is not to deny 
foolishly the inevitability of 
change, but rather to devote our 
energy and reason to directing this 
change so that man may more 


Franklin D. Murphy, M.D., is chancellor 
of the University of Kansas, Lawrence. 
Kansas. This paper is the text of an ad- 
dress presented to the 57th Annual Con- 
vention of the American Hospital Associa- 
tion in Atlantic City last September. 
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* effectively enjoy the fruits of his 


genius. This is particularly impor- 
tant for us to understand today, 
for the American Republic now 
finds itself in no lazy, quiet pool 
in the long stream of human his- 
tory but rather in one of those 
lengths of rushing rapids where 
faith not fear, courage not fright, 
brains not brawn, are required, if 
we will come through the better 
and the more privileged. Particu- 
larly, in these turbulent times, do 
we need a large measure of under- 
standing and faith in our political 
processes. 


THE CALCULATED RISK 


Political democracy, as a device 
to promulgate human liberty and 
progress, is no certain thing. It is 
a calculated risk—one worth tak- 
ing, but nonetheless a risk. To con- 
sider it a sound risk one must be 
sanguine about mankind. One must 
believe that respect for human dig- 
nity, a desire to be free, a deter- 
mination to progress and the quest 
for the truth, are basic instincts of 
men. 

In very recent times we have 
heard again the voices of the apos- 
tles of doom and gloom suggesting, 
among other things, that a kind of 
“un-American” revolution took 
place in this country in the 1930's. 
all as part of a gigantic conspiracy 
directed against the best interests 


of our citizens. Do these people 
really believe that the remarkable 
changes in industrial technology, 
transportation, communications 
and health care, wrought by the 
age of science, could leave our 
social, economic and cultural in- 
stitutions unaffected? Are they so 
distrustful of their fellow men that 
they are unwilling to take the cal- 
culated risk which political democ- 
racy requires? As Arthur Adams, 
President of the American Council 
on Education, has said, “It is a 
strange doctrine indeed that the 
overwhelming majority of the 
American people, acting through 
their own political and social agen- 
cies, can adopt un-American poli- 
cies. Certainly the American peo- 
ple can make mistakes; they can 
also rectify mistakes.” 

What has all this to do with 
health and hospitals? In no field 
of human activity has change been 
more evident, at least in this cen- 
tury, than in medicine. The dra- 
matic increase in life expectancy 
and decrease in maternal and in- 
fant mortality have exceeded the 
wildest dreams of the most opti- 
mistic and have had, by extending 
life, profound social and economic 
impact. We have mastered most 
of the infectious diseases only to 
pose for ourselves the more com- 
plex problems presented by the 
degenerative diseases of the older 
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age groups. We note, with increas- 
ing concern, the effect of a more 
complex social pattern on the hu- 
man psyche, leading to the mount- 
ing problems of mental disease. 
The availability of new tools and 
knowledge permits us to lay suc- 
cessful emphasis on prevention 
rather than subsequent cure. New 
understanding has developed re- 
garding the “total” character of 
human health and disease so that 
environment, school, family, oc- 
cupation, are now recognized as 
important as psyche and soma. This 
new understanding along with the 
increasing complexity of scientific 
medical knowledge itself has led to 
the logical development of the 
“team” approach to medical prob- 
lems, with physician, nurse, tech- 
nician, psychologist, social worker 
and others all playing their par- 
ticular and no less important parts. 
And finally, the insurance-minded 
American people have insisted that 
prepayment play the major role in 
their medical economics. They have 
been able to insure home, car and 
life. Why not, then, health? And 
why not indeed? 

The sum total of these enumer- 
ated events represents, in effect, a 
revolution, albeit a quiet and or- 
derly one, but still in full flood. 
Central in its development and 
crucial to its successful progress is 
the hospital—-but the hospital with 
a positive and meaningful philoso- 
phy. To have real meaning, how- 
ever, the hospital must be an ex- 
pression of the “new. medicine” 
with all of the scientific, educa- 
tional, economic and social conno- 
tations of that phrase. It can not 
be a mere dormitory for the ill, 
passively awaiting the arrival of 
patient and physician. It must 
move out positively to serve its 
community in the 20th century in 
terms of prevention and rehabili- 
tation as well as cure. 

Requisite to this change is the 
need for the trained hospital ad- 
ministrator who understands what 
has happened in the last 50 years 
and trustees who firmly exert their 
responsibility to the public whom 
they represent. The physician, in 
turn, must understand that the 
hospital is not exclusively a pro- 
prietary workshop for himself but 
rather has, or must become, a force 
in resolving many aspects of the 
public’s health. 
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Particularly distressing, in these 
times when wise and important 
decisions must be made, is the oc- 
currence of distrust between hos- 
pital on the one hand and physician 
on the other. The thoughtful citi- 
zen must be amazed and baffled at 
the spectacle of civil war in the 
ranks of the health services at a 
time when so much can be done 
and the tools are available to do it. 
I must say I don’t blame him. It 
is certainly axiomatic that hos- 
pital and physician are mutually 
dependent. Life would be quite 
empty for one without the other. 
Furthermore they have a common 
objective—the best possible serv- 
ice in behalf of the health of the 
public. The hospital must under- 
stand that naked exploitation of 
the physician is shortsighted, for in 
the long run it will lower the 
quality of medical care. The physi- 
cian, on the other hand, should 
avoid using the word “exploita- 
tion” as a catch-all phrase for al! 
manner of relationships which 
have no relation to the public in- 
terest. (After all, the patient has 
an interest in the matter of ex- 
ploitation also.) The overriding 
fact in this matter is that this hos- 
pital-physician controversy should 
be resolved quickly and with as 
little public recrimination as pos- 
sible. Its resolution should be based 
on 20th century realities and logic. 
clearly and simply stated, so that 
the citizen, who, after all, finances 
the hospital can be sure that 
the public interest is well pro- 
tected. It might be added that it 
is not illogical to suppose that he 
will depend heavily on the hospital 
trustee to represent his interest 
effectively. 


The increasing body of medical 
knowledge and the greater demand 
for health services on the part of 
the body politic have combined to 
increase substantially the need for 
more and better trained workers 
in all fields of health. The primary 
burden in this matter falls on the 
medical schools and I have long 
held that we must continue to ex- 
pand our medical educational 
facilities in order to train more 
doctors, nurses, psychologists, 
technicians and others, Here again 
the hospital appears in a central 
position. There can be no doubt 


that the educational function of 
the nonuniversity hospital will be- 
come more important than ever, 
if we are to supply adequately the 
personnel need. Not to supply this 
need may be to the temporary eco- 
nomic gain of some but will even- 
tuate in a wholesale breakdown of 
standards of medical practice and 
care. When there are too few 
stone masons, we usually turn to 
some other building material for 
our construction. The best way to 
fight cultism and fadism in medi- 
cine is not by magazine articles or 
public utterances but by providing 
the best medical care in adequate 
quantity and at a reasonable cost. 

We have noted above that one 
of the great shifts in medical 
thinking in the past 50 years has 
been the increasing emphasis on 
prevention. In this field govern- 
ment, state and federal, has played 
the decisive role and will, I believe, 
continue to do so. Being myself 
now a state employee, this prospect 
fails to frighten me. In fact, any 
objective person who examines the 
record of our federal and state 
health services can not fail to 
thrill at the gigantic achievements 
in the preservation of health which 
they have wrought. Without their 
programs we would not have the 
life expectancy figures we proudly 
quote today. The concept of pre- 
vention which they, in the main, 
have engineered is now broadly 
and subconsciously accepted. It is 
not unnatural, therefore, that the 
hospital, as a major force in our 
medical life, should be interested 
in serving this concept. I make so 
bold as to predict that in another 
25 years prevention will be a major 
function of our hospitals for the 
people will insist upon it. The 
logical tendency for physicians 
to group themselves physically 
around or in a part of the hospital 
is progressing apace and is a step 
in this direction. (I could never 
understand the traditional and in- 
effective separation of physician's 
office and hospital by many miles, 
leading to the duplication of ex- 
pensive equipment and wasted 
time on the part of physician and 
patient alike.) 

What one really envisages for 
the modern hospital is embodied 
in the term “medical center,” a 
phrase often abused but neverthe- 

(Continued on page 100) 
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‘ 
MORE AND SETTER TRAINING 


VER A PERIOD of six years the 

Commission on Chronic Ill- 
ness has studied the community 
and organizational aspects of the 
chronic illness problem. From this 
study have developed certain con- 
victions with important implica- 
tions for hospitals and their future 
development. 

In public demand, and to a lesser 
extent in hospital practice, there 
is a “tide of the times” not yet 
running at full course but which 
is clearly evident. There is a shift 
from preoccupation with the ac- 
cent on the medical emergency, 
surgery and obstetrics to a focus 
on the more prevalent chronic ill- 
nesses and rehabilitation services 
which require supervision of the 
patient for prolonged periods. An 
inexorable pressure stems from the 
twin factors of scientific defeat of 
an increasing number of the acute 
diseases and the ease with which 
many of these diseases can be 
handled at home. Disabling chronic 
illness is over seven times more 
prevalent in persons over age 65 
than in persons under that age and 
each year there is a larger propor- 
tion of the population in the older 
age groups. 3 

Since these factors will continue 
to force change in institutions serv- 
ing the sick and disabled, the perti- 
nent question is, can we adjust 
to this change in services needed 
by the community through delib- 
erate farsighted planning or must 
we wait until circumstances result 
in fortuitous and haphazard re- 
commitment of outmoded institu- 
tions? 

Dean W. Roberts, M.D. is director, Com- 
mission on Chronic Illness, Baltimore, 
Maryland. This article is the text of an 
address presented by him to the 57th An- 
nual Convention of the American Hospital 


Association in Atiantic City, N. J., Septem- 
ber, 1055. 


The Commission on Chronic Ul- 
ness represents a fusion of interests 
and resources of several organiza- 
tions. It was created in 1949 by 
the American Hospital Association, 
the American Medical Association, 
the American Public Health Asso- 
ciation and the American Public 
Welfare Association. Each had in- 
creasingly been aware of the im- 
portance and magnitude of chronic 
illness. Each was intimately con- 
cerned with one or more aspects 
of it, and it was apparent to all 
that no one organization could 
move very far toward a solution 
without help and advice from the 
others. 

Since the problem was one af- 
fecting all facets of American life 
and its solution was uniquely de- 
pendent on the action of the people 
themselves, members of the Com- 
mission were invited from as many 
phases of our culture as member- 
ship limitation permitted. The for- 
ty-six members who have served 
at one time or another have repre- 
sented medicine, hospitals, public 
health, welfare, education, religion, 
journalism, law, industry, labor, 
agriculture, the public and gov- 
ernment. The point of view and 
experience of hospitals have been 
brought to the Commission by 
Albert W. Snoke, M.D., J. Douglas 
Colman, Msgr., Charles A. Towell, 
Karl P. Meister, and E. L. Har- 
mon, M.D. 

The Commission has approached 
its task through several large scale 
research projects, small study 
groups on limited facets of the 
problem, national technical confer- 
ences and committee work with- 
in the Commission membership. 
For six years the Commission has 
studied available facts, examined 


the experience of different com- 
munities and sifted the ideas that 
have been projected. From this 
effort has come broad convictions 
of which several are important 
to hospitals and related institu- 
tions. 


One conclusion reached by the 
Commission was that “most long- 
term patients can best be cared 
for at home during most of their 
illness. They prefer care in that 
setting under the supervision of 
their personal physician. In spite 
of this, community planning con- 
tinues to underemphasize such 
care. Comparatively little effort 
has been made to organize and 
provide the means whereby physi- 
cians can obtain for their patients 
the variety of services required to 
meet the diversified and complex 
needs that arise in long-term ill- 
ness. Home care program organized 
to provide auxiliary services to the 
private physician offer the most 
effective method yet devised for 
bringing to long-term patients and 
their families the codrdinated serv- 
ices required. Up to now they 
usually have been limited to only a 
few physicians in a community and 
for their needy patients. The ez- 
perience of these programs should 
be utilized to devise ways to bring 
integrated auxiliary services to 
any physician for persons in all 
economic groups.” 

The Commission has also found 
that the long-term patient is 
not adequately financed from any 
source — personal income, insur- 
ance, philanthropy or government. 
Substantial additional funds must 
be obtained in order to accomplish 
the necessary reforms. Little will 
be accomplished by entreating the 
voluntary hospital to serve the 
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long-term patient unless a realistic 
plan for financing this care is 
simultaneously developed. The rec- 
ommendations of the Commission 
are premised upon developing 
through insurance and government 
a sound financial base upon which 
to provide the professional services 
needed by the long-term patient. 
Nevertheless, we should realize 
that frequently much more could 
be accomplished with the funds 
now spent if services within the 
community were more purposeful- 
ly organized and if patients could 
be readily shifted to the type of 
facility best geared to serve their 
particular needs. Too many insti- 
tutions and agencies have centered 
their interest on a small facet of 
the illness program with limited 
concern for the over-all community 
needs. 

Each community should have 
a carefully thought-through plan 
which establishes an orderly in- 
tegration between the health and 
welfare agencies and the several 
necessary types of institutional 
care. 

The philosophy and practice of 
rehabilitation must pervade the 
entire structure of health services. 
Rehabilitation is everybody's job. 
It is perhaps as much a matter 
of philosophy and attitude as it 
is an individually distinct unit in 
the art and science of medicine. 
The potentialities of rehabilitation 
have been dramatically demon- 
strated in a handful of rehabilita- 
tion centers by a small group of 
highly dedicated workers. The next 
step is to inculcate the philosophy 
and practice of rehabilitation in 
general hospitals throughout the 
country. In this way we can sub- 
stantially lower the painful burden 
of custodial care of large numbers 
of patients and add to their pro- 
ductivity and happiness. 

The Commission recommends 
that the community general hos- 
pital become the central point in 
the development of health services 
needed by long-term patients. This 
would be accomplished by a vari- 
ety of devices including develop- 
ment of: 

1. Home care programs. 

2. Diagnostic facilities for out- 
patients. 

3. Rehabilitation services. 

4. Bed and other facilities for 
long-term patients requiring a 
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hospital level of care and treat- 
ment. 

5. Interrelationships with, or in 
some cases, operation of nursing 
care facilities. 

6. Close operating relationships 
with other community agencies 
serving the chronically ill, 

We are not suggesting that hos- 
pitals indiscriminately admit and 
indefinitely keep all chronically 
ill and disabled persons and there- 
by become a repository for the 
large number of primarily cus- 
todial patients which currently oc- 
cupy beds in nursing homes and 
related facilities. Such a step would 
be as disastrous to the community 
as it would be to the hospitals. 

Rather we urge dynamic com- 
munity planning which leads to 
the establishment of a balanced 
spectrum of services, both institu- 
tional and otherwise and which 
provides an appropriate place for 
every type of patient. Once estab- 
lished, these services and institu- 
tions must be so related that the 
patient is readily shifted to the 
kind of service he needs without 
cumbersome administrative red 
tape. In this constellation of agen- 
cies, we would reserve a promi- 
nent—and difficult—role for the 
general hospital. We believe it to 
be the appropriate hub around 
which to organize all medical in- 
stitutional, and some noninstitu- 
tional services for the community. 


NEW ASSESSMENT NEEDED 


This is a difficult goal: its ac- 
complishment will come neither 
quickly nor easily. For a great 
many hospitals, a reorientation of 
the philosophy guiding adminis- 
trators and trustees will be re- 
quired. Hospitals must, somehow, 
break out of the harrassments of 
unbalanced budgets, staff short- 
ages and preoccupation with sur- 
gery, and face the problems of the 
whole community as they relate 
to sickness, disability, rehabilita- 
tion and long-term care. This will 
bring the hospital staff into closer 
relationship with planning bodies, 
governmental agencies, other hos- 
pitals and nursing care institutions. 

It is neither practical nor de- 
sirable to specify a model plan 
and expect it to fit every com- 
munity. Patterns of service, exist- 
ing facilities and economic re- 
sources vary so greatly from one 


area to another that a satisfactory 
plan in one community may be en- 
tirely unsuited to another. The 
organizational pattern should be 
custom-designed to meet the needs 
and resources of the particular 
area. At some point in time each 
community must begin with an as- 
sessment of its present resources 
and move on to the development 
and integration of new services. 

There are some basic principles 
which apply quite generally. Every 
community needs to have avail- 
able for local use—though not 
necessarily on a purely local basis 
—-the following kinds of services 
for the long-term patient: 

1. Care in the home. 

2. Substitute homes (homes for 
aged) for frail persons who require 
only episodic sickness care. 

3. Nursing care facilities for the 
patient whose main requirement 
is nursing and personal care under 
regular medical supervision. 

4. Hospital care for the patient 
who needs close medical super- 
vision, intensive professional nurs- 
ing care, or definite medical, sur- 
gical or rehabilitative services. 

You will note that no reference 
is made to chronic hospital care. 
After a great deal of study and 
discussion, the Commission re- 
jected the concept of the inde- 
pendent chronic disease hospital. 
With equal emphasis it rejected 
the concept of the acute general 
hospital. The Commission believes 
that for most communities the 
practical approach is what might 
be called the general, general hos- 
pital. In other words, a general 
hospital that undertakes to admit 
and treat those patients who need 
hospital services for such periods 
as the services peculiar to hospi- 
tals are needed-——whether this be 
a day, a week, a month or a year. 

Some will say that no voluntary 
hospital can do this. Their reason- 
ing is that patients cannot pay for 
general hospital care for a pro- 
longed period and that such pa- 
tients should be shifted to a sub- 
hospital facility in the interest of 
economy even though there is an 
admitted need for hospital services 
Such a solution is clearly unac- 
ceptable. As insurance programs 
increase the duration of hospital 
benefits, (and this is greatly need- 
ed) fewer and fewer persons will 
be unable to pay. But if the patient 
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needs hospital care and cannot pay 
for it, the responsibility of gov- 
ernment to meet this cost is clear. 

The fact that the Commission 
prefers the general hospital to the 
chronic disease hospital for the 
provision of hospital care to long- 
term patients should not be inter- 
preted as criticism of the chronic 
disease hospitals. Many of these 
are doing a fine job and are filling 
a need that the general hospitals 
seem to reject. As stated earlier, 
no single pattern will fit every 
community and occasionally there 
may be situations best met by the 
independent chronic disease hos- 
pital. Such a hospital, however, 
if it is to meet its service require- 
ments, must develop essentially 
the same resources as the general 


hospital—-with the exception of the 
obstetrical department. The Com- 
mission recognizes the infrequent 
local situation which may justify 
this, but rejects the concept of the 
development of a series of isolated 
chronic disease hospitals patterned 
after the generation that built our 
isolated mental and tuberculosis 
hospitals. Such a development 
would, in the long run, involve 
costly duplication of facilities and 
would make for inefficient use of 
scarce and expensive professional 
personnel. 

One of the major studies of the 
Commission was directed toward 
the medical and social character- 
istics of patients in nursing homes 
and related institutions. Excluding 
homes for the aged, there are ap- 


BLACK BAG IN MINIATURE 
( 


black bag. 


A Chicago physician caught in more 
than one emergency without his black 
bag has invented a kit to be carried 
in the hip pocket-——-or the woman doc- 


tor’s handbag—like a billfold. 


The kit, described in the December 
10 issue of The Journal of the Ameri- 
can Medical Association, weighs only 


13.5 ounces. 


The secret of its compactness is the 
facility with which two instruments 
combine to make a third, Some of the 
single instruments are adaptable for 


more than one job. 


For example, the knife handle also 


OOK WHAT'S happened to the doctor's 


plastic ruler with magnifying 
lens and tongue biade (steel 
ruler and goniometer moy 
be substituted) 


C. screwdriver and file 

D. syringe and needie in metal 
case 

reflex hammer and pin 

F. ampuls 

G. flashlight 

H. tape measure (conteiner for 


ments or @ hemostatic for- 


serves as handle for the screw driver, 
file and reflex hammer. A pin con- 
tained within the hammer—used to 
test sensation——is magnetized for re- 
moval of metallic foreign bodies from 
the eye. 

The rubber tube, which forms a 
stethescope when fitted with earpiece 
and adapter, may also be used as a 
tourniquet. The metal case holding the 
thermometer doubles as a plunger for 
the disposable penicillin cartridge. ® 
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proximately 16,000 such institu- 
tions with 370,000 beds,? which is 
equal to over half the bed capac- 
ity of all general hospitals in the 
United States. Our data show these 
patients to be a very aged group, 
most with serious medical condi- 
tions and substantial disability. 

In the 13 states studied, from 
12 to 35 per cent of the patients 
are completely bedfast. Approxi- 
mately one-half of the total num- 
ber are severely limited in their 
ability to walk and one-third are 
incontinent. All require consider- 
able nursing care and the majority 
should be under close medical 
supervision. Yet in 6 of these 13 
states, one-fifth to one-half of the 
patients had not been seen by a 
physician in six months or more.* 

This vast group of sick and dis- 
abled have been shunted out of 
the main stream of professional 
medica] care, diagnostic resources, 
and the atmosphere of critical 
evaluation and inquiry that char- 
acterizes our more. substantial 
medical facilities. By what devices 
can communities correct this situ- 
ation? The Commission on Chronic 
IlIIness has concluded that: 

“Nursing homes and related in- 
stitutions are essential for some 
phases of long-term illness. They 
are presently being operated under 
a variety of auspices—public; pro- 
prietary; and nonprofit voluntary, 
such as religious and fraternal. 
Though there are many that are 
rendering excellent service, too 
many are operating unsatisfac- 
torily. 

“Simultaneously and concurrent- 
ly many of these institutions must 
yet equip themselves to provide 
safe and adequate care and be- 
come properly aligned with other 
community resources serving the 
chronically ill. Only when this 
is accomplished can they fulfill 
their role acceptably and solve the 
problem of long-term patients who 
otherwise must resort to inappro- 
priate and probably more expen- 
sive—care. 

“Individual physicians, medical 
societies and hospital staffs, par- 
ticularly, are urged to recognize 
the nature of the contribution 
which care in nursing and con- 
valescent homes and homes for the 
aged can make and to help bring 
about necessary reforms. 

“On the basis of its studies and 
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analysis of the problems, the Com- 
mission believes that development 
of these institutions as elements 
of general hospitals is one of the 
best ways of raising standards, 
and recommends this arrangement. 
When outright affiliation is im- 
possible, a close and active work- 
ing relationship should be main- 
tained.””! 

Affiliation with the general hos- 
pital is not the only approach to 
upgrading nursing care facilities 
but is complementary to the other 
available approaches. In many 
states a great deal has been ac- 
complished through enforcement 
of minimum standards for licen- 
sure. For the most part, however, 
licensing laws limit authority to 
minimum standards of safety and 
sanitation of the physical facility. 
These programs, ordinarily, do not 
get into the more difficult areas of 
professional practice and perform- 
ance. The average nursing home 
has only 20 beds and is too small 
to have an effective intramural or- 
ganization of the physicians who 
might comprise its medical staff. 
If they are to have the kind of 
professional leadership and stand- 
ards they need then an integrated 
relationship with a larger and more 
substantial medical facility, such 
as the community general hospital 
will provide the best means for 
obtaining it. There are several.de- 
grees and kinds of integration in 
operation in various parts of the 
country all of which warrant fur- 
ther exploration and trial on a 
much wider basis. 

The simplest and probably the 
most frequent relationship inte- 
grating the hospital and the nurs- 
ing home is a pattern of working 
together which has developed 
gradually over a period of years 
and which has not been formal- 
ized by a written statement of the 
relationship. Sometimes these re- 
lationships are so informal that 
neither institution is consistently 
or perceptibly aware of the ar- 
rangement. The hospital, in its 
need to place convalescing patients, 
may have found that a particular 
nursing home rendered more satis- 
factory service than others and in- 
creasingly channeled its patients 
there. The nursing home, in turn, 
arranged to have the hospital ad- 
mit its surgery or other acute cases. 
Such simple beginnings can lead to 
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utilization by the nursing home of 
the hospital’s diagnostic facilities, 
its dietitian’s services in planning 
diabetic and other special diets and 
the mutual exchange of other pro- 
fessional services. 

Sister Cecilia‘ describes the very 
complete coordination of the Mercy 
Hospital and the Mercycrest Nurs- 
ing Home in Springfield, Ohio 
where a flexible interchange of 
patients and services between the 
two institutions works to the ad- 
vantage of the patients in both. 
She also describes the amount and 
type of services rendered by the 
hospital to patients of the nursing 
home. 


PLANNED INTEGRATION 


Morris and Slawson® have de- 
scribed the planned integration and 
coordination of 12 general hospi- 
tals with nearby nursing care in- 
stitutions. The methods employed 
include joint use of resident and 
senior medical staff, interchange 
of nursing, dietetic and social serv- 
ices, two-way transfer of patients 
on a priority basis, joint use of 
physical facilities such as laundry, 
power, heat, and laboratory, inter- 
locking. board membership and col- 
laboration on research projects 
requiring observation of patients 
over prolonged periods. 

They report that the Albert 
Einstein Medical Center in Phila- 
delphia has developed a rather 
complete integration with the Lu- 
cien Moss Home, a nearby nursing 
home, and with the Home for Jew- 
ish Aged with extensive joint use 
of staff, services and physical fa- 
cilities. Financial adjustments are 
worked out on a basis of cost. The 
Medical Center collaborates in pro- 
viding a preventive geriatric pro- 
gram under which—-when beds are 
available—residents of the Home 
are admitted to the Medical Center 
for complete evaluation and then 
returned to the Home with a com- 
prehensive medical report and rec- 
ommendations. 

The most complete type of in- 
tegration between hospitals and 
nursing care institutions is found 
where both institutions are under 
the same management and there 
is centralized authority to shift 
services or patients. There are 
numerous examples of this type 
of integration among church-spon- 
sored and city or county hospitals. 
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A fine example is Chicago's Beth- 
any Home and Hospital of the 
Methodist Church consisting of a 
general hospital, a special unit 
tor the long-term patients and a 
home for the frail but ambulatory 
aged. Baltimore City Hospital has 
a general hospital unit, a chronic 
disease unit and a home for the 
frail aged. 

These examples by no means 
exhaust the list of integrated hos- 
pital and nursing home units. They 
are cited merely to illustrate that 
the proposals of the Commission 
are not theoretical or untried. Our 
proposals exist as operating reali- 
ties in many communities and are 
being planned and put into opera- 
tion in others. They represent a 
constructive pattern for the ex- 
tension and improvement of long- 
term patient care for the years 
immediately ahead. 

In summary, the Commission on 
Chronic Illness urges general hos- 
pitals to be truly “general” and 
to accept the responsibility of pro- 
viding hospital care for all who 
need the kinds of services hospitals 
are best equipped provide, 
whether or not the patients need 
this care for a short or a long 
period. Except in rare instances, 
construction of additional inde- 
pendent chronic disease hospitals 
would be a step in the wrong 
direction. Vast numbers of seri- 
ously ill and disabled persons are 
receiving care in small nursing 
homes and many of these homes 
are seriously deficient as to tech- 
nical resources and professional 
standards. The American Associa- 
tion of Nursing Homes is working 
to improve professional standards, 
but these small institutions will 
need encouragement and assistance 
from their big brothers, the general 
hospitals. Such assistance is being 
provided in some areas; it is a 
reasonable community responsi- 
bility of the general hospital in 
all areas. 
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M ID-CENTURY FINDS psychiatry 

well in the van of advancing 
medicine and its rise to this posi- 
tion, though rapid, is perfectly 
understandable. The directions of 
modern medicine call for a com- 
prehensive rather than a segmental] 
approach to the problems of health 
and disease, This in turn calls for 
more pointed attention to the spe- 
cifically human and intimate per- 
sonal problems of man and these 
are the interests of modern psy- 
chiatry. 

That psychiatry has attained its 
present status, therefore, is not 
surprising. What is surprising is 
that it has attained such promin- 


ence in so short a space of time. 


Actually, it is only within the last 
decade that psychiatry emerged 
from the mental hospital; it was 
virtually isolated there for more 
than a century. Unfortunately, 
though this medical discipline has 
emerged, the mental hospital itself 
has not shared in its emancipation. 
It still stands remote and alone 
and all too frequently outside of 
the pale of medical advance and 
psychiatric progress. 

Despite its importance to the 
community and to society in gen- 
eral, and despite its role in the 
treatment and care of nearly half 
of the patients hospitalized in the 
country for all forms of illness, 
the mental hospital is still virtually 
isolated and the problems which 
beset it are badly in need of un- 
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derstanding attention ; q enlight- 
ened solution. Happily, there are 
at present some stirrings in this 
regard which promise some hope 
for the future. The governors and 
legislators of the various states, 
the officials and the enlightened 
public have had their attention 
called to the plight of the mental 
institutions and plans have been 
made for a large scale attack upon 
the problem. The paths which will 
have to be followed in order to 
solve these problems are many and 
all of them are in a sad state of 
repair. 


THE NEED FOR NEW ATTITUDES 


The first path which requires 
attention is the very one by which 
patients are admitted to mental 
institutions. Patients still travel 
unwillingly to mental hospitals in 
the same outworn legal and social 
vehicles which have been used for 
decades to remove the victims 
of mental disorder from society. 
Legalistic, cumbersome and un- 
feeling, these admission proceed- 
ings are often traumatic in them- 
selves. The mental hospital of the 
future should certainly receive its 
patients by means of legislation 
based upon modern psychiatric 
knowledge rather than based upon 
the mixture of confusion and con- 
venience which is now its trade- 
mark, 

In like manner, the path by 
which the well patient leaves the 
mental hospital will need repaving. 
How is he to be received, and to 
what will he return? More and 
more of these patients will re- 
cover and will be able to leave 


the future of the 


mental hospitals. Will they be re- 
ceived gladly, as are patients with 
physical illness, or are they to 
be looked at with suspicion and 
askance? Educational efforts will 
have to be broadened so that the 
“stigma” itself a product of ignor- 
ance, will disappear entirely. If the 
mental hospital of the future is to 
perform its task and restore the 
patient to his proper dignity, then 
the milieu to which he returns 
must afford him a chance to retain 
that dignity. 

The service paths used by those 
who work in mental hospitals also 
will need attention. These paths 
are narrow and travelers are few. 
One path is marked “entrance” 
and the other “departure” and, un- 
fortunately, because of the rapid 
and uncontrollable turnover, the 
volume of traffic on each one is the 
same. As the mental hospital of the 
future is removed from its isolation 
and brought into closer contact 
with its sister institution, this 
problem will be nearer solution. 

And then there is the public 
highway to the institution. Though 
well marked all along the route 
and prominent on the maps of the 
country-side, this road is all but 
deserted. Only the families of pa- 
tients are likely to use it, a pathetic 
few, and eventually, all too often, 
some of them lose hope and interest 
and, like the others, stay away for 
good, As research methods improve 
and as patients are treated earlier 
in their illnesses, this feeling of 
hopelessness will certainly disap- 
pear and this path will become 
more heavily traveled. 

There can also be seen, if one 
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looks intently, two modest trails 
of recent vintage, veritable tow- 
paths. The signposts read “educa- 
tion” and “research.” These are the 
approaches which give most prom- 
ise for the mental hospital of the 
future—education of the profes- 
sional and lay person alike and 
research into the causes and treat- 
ment of the various mental ills. 
These trails will be the means of 
entrance for the scientist and the 
eager young physician, the nurse 
and the interested citizen. There 
already are signs of activity upon 
them but this will have to be vastly 
increased to be effectual. 

Finally there is a kind of “coun- 
try road” taken from time to time 
by doctors in community practice. 
This road, little used at present, 
also has great potentialities. The 
time might even come when prac- 
titioners will make regular visits 
to the patients in mental hospitals 
even as they visit those in general 
hospitals. This would have a most 
salutary effect. It would reinte- 
grate the hospital into the orbit of 
general medicine, expand the hori- 
zon of physicians concerned and 
redound to the benefit of patient, 
family and hospital alike. 

At present the whole picture of 
the nation’s mental hospital illus- 
trates the poignancy of that phrase, 
by now become hackneyed, “too 
little, too late’”—too few facilities 
provided too haphazardly and tar- 
dily; too little equipment at the 
disposal of too meager a staff; too 
few patients admitted early in their 
illness to be handled by too few 
experienced personnel; too little 
done for too many chronic cases; 
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too little organizatidn along lines 
conducive to the therapeutic at- 
mosphere which modern phychia- 
try considers essential for carrying 
through an adequate psychiatric 
program. 

The mental hospital has. aptly 
been called an historic accident. It 
reflects the mores of the past much 
more than of the present. More 
often than not it does not reflect, 
or reflects poorly, current knowl- 
edge of psychiatric disorders. This 
is true even though some of the 
most notable advances in medicine 
have occurred here and will con- 
tinue to occur here and even 
though much good work is cur- 
rently being done, particularly 
with the physical methods of treat- 
ment discovered in recent years. 

Despite the feverish search for 
organic causes for mental disease 
over the period of half a century, 
most of these causes are still elu- 
sive but by now there is plenty 
of evidence that psychological ex- 
periences and patterns of reaction 
are of major etiological significance 
in any psychiatric disorder. The 
mental hospital, condemned by 
custom to makeshift expedients, is 
unable to do much about the fact 
that mental illness is often the 
product of an abnormal environ- 
ment and one does not correct one 
abnormal environment by intro- 
ducing another. There now is am- 
ple evidence to demonstrate that 
many of the symptoms and much 
of the abnormal behavior of the 
disturbed ward can be traced to 
abnormal conditions inherent with- 
in the wards themselves. 


POLITICAL ECONOMY 


In the minds of many legislators 
precedent has dictated that mental 
patients be treated and cared for 
as cheaply as possible. A break- 
down of statistics and budgets 
show that this requirement-—often 
the only one—certainly is being 
met. Yet the total cost is enormous. 
This ~paradox of parsimony and 
extravagance is produced in part 
by the magnitude of the problem 
of mental illness, the early recal- 
citrance, in many instances, of the 
psychopathology, the crowding of 
all facilities, and the necessity of 
constantly expanding without ever 
being in a good position to attack 
the problem at its source. The 
treadmill accelerates and more 


people are on it, while those re- 
sponsible can do nothing to stop it. 

Most existing institutions are ob- 
solete. Many of them were built at 
a time when psychiatry was in its 
infancy, groping for clues to the 
understanding of mental illness 
and its treatment. They were built 
to get the mentally ill out of pris- 
ons and poorhouses, garrets and 
cellars, and into places in which 
there would be some semblance of 
humane consideration and patients 
would be kept isolated from soci- 
ety. They were built big, solidly, 
and for good, because it was as- 
sumed to be cheaper and more 
efficient that way. The architec-— 
tural design became frozen and 
set and was imitated with few 
variations through succeeding gen- 


erations. Today we are handi- 
capped immeasurably by those 
bleak, forbidding, dysfunctional 


structures that serve well enough 
for incarceration purposes but lend 
themselves poorly to modern ther- 
apeutic work. Under the best of 
circumstances it is difficult to make 
them into therapeutic communities 
in which the march of patients 
toward regression can be arrested 
or reversed. Doctors know how 
they feel about these institutions 
and by now there are numerous 
poignant stories about how the 
patient feels about them. 

A sharp break with tradition is 
in order. There must be a change 
in the external configurations and 
internal atmosphere of mental hos- 
pitals. Concomitant with it, there 
must be a change of orientation in 
the community and particularly of 
the doctors in community practice. 
Necessarily, psychiatric knowledge 
will have to be applied on a much 
wider basis than is presently the 
case. Only through the interest and 
coéperation of the family physi- 
cians, however, can real progress 
be made in diagnosis and treat- 
ment of psychiatric disorders at an 
early stage of their development. 
Only by integrating psychiatry 
closely with education and social 
sciences can real headway be made 
in preventing the conditions upon 
which psychiatric disorders grow 
and flourish. 

It is the thesis of modern psy- 
chiatry that the study and treat- 
ment of mental illness must include 
the whole situation of the patient 
his total personality, his biography, 
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his environment, his relationships. 
The mental hospital of the future 
will be a therapeutic community, 
patterned as much as possible on 
everyday life. It will be an integral 
part of the community which it 
serves. To its historic functions of 
essential custodial care and treat- 
ment will be added educational! 
activities, not only in the training 
of many more psychiatrists, psy- 
chiatric nurses and auxiliary per- 
sonnel, but also in the education 
of physicians outside the specialty, 
and the laity as well. From such 
educational programs should come 
a wider acquaintance with and a 
clearer understanding of the forces 
which promote mental health. 
along with a realistic approach to 
mental illness and the needs of 
patients. A most desirable situation 
would be for the people of the 
community to adopt the mental 
hospital as they do the general hos- 
pital, but this probably will take 
a long time. Unfortunately the at- 
titude now exists that the general! 
hospital belongs to the citizens 
within the community while the 
mental hospital belongs to that 
large amorphous entity—the state. 
This attitude needs changing. 


In the future planning of mental 
hospitals there should be less 
emphasis on large institutions, par- 
ticularly on huge block-like struc- 
tures. Since the advancing fron- 
tiers of psychiatry portend great 
changes in treatment methods, all 
new hospitals built should be flexi- 
ble and adaptable to new arrange- 
ments and functions. By no means 
should they be patterned on gen- 
eral hospitals. Mental hospitals re- 
quire a setting and framework en- 
tirely different from that required 
for acute physical illness and each 
patient becomes ill and recovers 
in his own way and in his own 
time. Recovery often depends upon 
the success with which the hospital 
can meet the unique needs and re- 
quirements of the particular pa- 
tient. 

A mounting body of evidence at- 
tests to the importance of thera- 
peutic teamwork in hospitals and 
shows the value of realistic activi- 
ties and sensitive manipulation of 
interpersonal relationships and so- 
cial constellations. It has been 
demonstrated that an energetic, 
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adequate program of general 
management can reverse the schizo- 
phrenic process and sometimes im- 
prove the patient beyond his previ- 
ous “norm.” In their recent book, 
The Mental Hospital,’ Stanton and 
Schwartz were able to show how 
many of the symptoms displayed 
by patients at any particular time 
were directly related to the infor- 
mal hospital organization. When 
the hospital apparatus worked 
smoothly, morale of the personnel 
was high and patients tended to 
improve. When one or two patients 
were: disturbed or hostile, the 
whole ward was contaminated. 
Contamination also occurred by 
the spread of disagreements and 
tension states from staff members 
or hospital personnel, 

Other observers agree that the 
conditions most conducive to re- 
covery or improvement in patients 
are closely related to people work- 
ing in the hospital and their atti- 
tudes, particularly a spirit of 
therapeutic optimism, kindness, 
fairness, tolerance and understand- 
ing, and respect for each patient as 
an individual. Such a congeries of 
attitudes does not arise spontane- 
ously; it is the product of education 
and training and example, and is 
above all contingent upon the co- 
Ordinated functioning of medical 
staff with auxiliary personnel. 

Few of the large, and not many 
of the smaller mental hospitals 
can boast of such an atmosphere. 
All public mental hospitals work 
against great odds; not only is the 
caseload enormous and the hospital 
understaffed, but trained, experi- 
enced workers, particularly psy- 
chiatric aides who are in closest 
continual contact with patients, are 
few. Most mental hospitals do their 
best to develop competent person- 
nel, but unfortunately inducements 
from business and industry are too 
tempting for the staff worker to 
resist. Then, too, should the hos- 
pital suffer from poor internal or- 
ganization, inconsistent supervi- 
sion, or insufficient structuring of 
the therapeutic program, there is 
most certainly the danger of poor 
morale and consequent failure of 
its mission. It seems likely, as 
Stanton and Schwartz have re- 
marked, that one result of tradi- 
tional institutional treatment with 
uncompromising administrative at- 
titudes is all too often the apathy 


and affective withdrawal of pa- 
tients and the stultification and 
boredom of personnel. 

As an integral part of the com- 
munity it serves, the mental hos- 
pital of the future should be situ- 
ated in the immediate vicinity of 
that community. In this way com- 
munication between hospital, rela- 
tives of patients and the public at 
large will be immeasurably im- 
proved. In addition to its regular 
hospital services, the mental hos- 
pital will provide other services, 
or the leadership for other serv- 
ices, which will reduce the need 
for admission of patients and re- 
duce the length of. stay of those 
who require hospitalization. The 
staff of the community mental hos- 
pital will be in a position to spend 
considerable time on preventive 
and therapeutic work in the com- 
munity. Among the activities fall- 
ing into their purview will be pub- 
lic education and public under- 
standing on both professional and 
popular levels. Of great importance 
will be close rapport with physi- 
cians in the community and con- 
sultant services in general hospi- 
tals. From the community mental 
hospital will stem extramural 
treatment, with outpatient services 
both diagnostic and therapeutic, 
and after care services for patients 
discharged from the hospital. For 
patients who require intensive 
treatment, but not 24-hour hospi- 
talization, there will be day hos- 
pitals with a full range of thera- 
peutic facilities and procedures. 

If the mental hospital provides 
the spark and leadership for out- 
patient services and educational 
activities in the community, it can 
confidently expect to receive pa- 
tients earlier in the course of ill- 
ness when active treatment is most 
effective and an atmosphere of 
therapeutic optimism more readily 
fostered. In an atmosphere which 
increases patients’ self-respect and 
sense of self-identity it will be pos- 
sible to make optimum use of spe- 
cific types of treatment and of 
activities geared to_the needs and 
capacities of each patient. 

The mental hospital of the future 
will provide more space for group 
and individual activities than the 
present hospital affords and no 
longer will the patients’ sleeping 
quarters do double duty in this 
regard. The treatment of each pa- 
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tient will be a team responsibility 
in which several doctors and sev- 
eral nurses, plus numerous auxil- 
lary personnel, will actively par- 
ticipate. At the same time there 
will be one-psychiatrist responsible 
for coordinating the teamwork and 
each patient, throughout his stay, 
will have one doctor whom he con- 
fidently can feel to be his own. 
The mental hospital of the future 
will be a place which patients 
themselves will be encouraged to 
help transform into a community 
adapted to their needs and in so 
helping others they will help 
themselves. 

In the new mental hospital the 
stages of admission and discharge 
will be handled judiciously. With 
the help not-only of the medical 
staff, including the superintendent, 
but of highly specialized person- 
nel and of patients as well, the 
individual will be integrated as 
rapidly as possible into his new 
environment. He will quickly be 
made part of the group and will be 
sustained not only by the group 
morale, but also by the individual 
motivation of each of its members. 
Each group of recovering patients 
will assist in the recovery of those 
who follow. During the period of 
convalescence the patient will be 
gradually prepared for his return 
to the outside community by in- 
creasingly longer leaves of absence. 
In some instances he will first work 
in the community and return to 
the hospital at night until his con- 
fidence is such that he can make 
his own way. The day hospital in 
the community will also be avail- 
able to discharged patients and 
night hostels where they can stay 
under the supervision of the men- 
tal hospital for a time possibly will 
be organized. 

Psychiatric wards in general 
hospitals can become important ad- 
juncts of the community mental 
health services, provided they are 
adapted to the singular needs of 
psychiatric patients instead of to 
the mores of the general hospital. 
As was pointed out in the Third 
Report of the Expert Committee 
on Mental Health of the World 
Health Organization,? at the pres- 
ent time the psychiatric ward of 
the general hospital is too often 
expected to conform to the ward 
pattern of the rest of the hospital, 
with patients confined to bed and 
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nurses engaged in activities that 
look like general nursing. The 
Committee further noted that gen- 
eral hospitals are prone to refuse 
to admit grossly disturbed or what 
appear to be poor-risk patients to 
such wards. To this observation 
may be added another: taking the 
most promising material, those who 
are acutely ill, the psychiatric ward 
in the general hospital gives them 
symptomatic treatment immediate- 
ly. With the abatement of symp- 
toms, they are discharged even 
though there is no assurance that 
the recovery will stand. As a re- 
sult, sooner or later some of these 
cases, along with the other chronic 
cases, are funneled into the com- 
munity mental hospital. The World 
Health Organization suggests that 
these problems can be avoided if 
the psychiatric staff of the com- 
munity mental hospital is made 
responsible for the _ psychiatric 
wards in any general hospital in 
the community, so that the two ac- 
tivities can be integrated and 
neither is operated to the detri- 
ment of the other. In this country 
this way may not be feasible, but 
close cooperation between the staff 
of the mental hospital and the 
psychiatrists in charge of the wards 
in the general hospital can be eas- 
ily arranged. 


IMPROVEMENTS NEEDED 


The direction in which psychia- 
tric thought and research is pres- 
ently moving gives every indica-~ 
tion that the mental hospital will 
have to extend the scope of its 
services. Before this can be done, 
however, there is much work to 
be accomplished. Learning to ma- 
nipulate group forces will be a 
fundamental step in mental hos- 
pital improvement. Improvement 
will also come from the assump- 
tion of greater medical responsi- 
bility for the relief and control of 
irreversible disorders. Effective in- 
dividualized treatment must be 
pursued not only as early as pos- 
sible but also as continuously as 
possible. Paul Haun is an effective 
spokesman for this point of view: 

“I would like to lay, once 
and for all, the incompetent 
and completely baseless view 
that the chronic mental pa- 
tient, receiving skilled and 
uninterrupted hospital treat- 


ment, represents a therapeutic 
failure unless he is discharged 
from psychiatric care, and re- 
stored to his rightful place in 
the community. His case is 
rather to be regarded as a bril- 
liant therapeutic success if, by 
treatment, he lives out his life 
in an open rather than a dis- 
turbed ward, if he can nurture 
-a bed of flowers the 
greenhouse rather than lie 
stuporously in a corner of the 
dayroom, if he can smile occa- 
sionally at a moving picture 
performance rather than know 
the unguessed anguish of un- 
interrupted mental torment.’”* 
This we must not forget. The 
chronic patient will always be with 
us and it is our responsibility to 
see that he receives all the help 
which psychiatry can possibly give. 
In general, then, the mental hos- 
pital of the future must always 
keep abreast of technological ad- 
vances, pursuing a judicious course 
between extremes. It must be a 
center of research in psychiatry 
and constantly alert to its oppor- 
tunities to contribute to medical 
progress. As new currents run 
strongly in our social and economic 
life, surely the mental hospital has 
also arrived at a turning point. 
Definite plans must be formulated 
and aggressive work accomplished. 
Hospital administrators will be 
constrained to abandon the rigidity 
of organization which hampers 
therapeutic movement. The men- 
tal hospital of the future can and 
must be a powerful force in the 
mental health of the community. 
With interests broad and far- 
reaching, under able leadership in 
constant communication with the 
community, and as a coordinating 
agency for all activities relating 
to the behavior and emotions of 
man, the mental hospital of the 
future may well represent the 
highest type of medical service 
available to the social order. ad 
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Administrator E. |. Erickson 
greets us at beginning of our 
six-week training course 


N 1955, some 50 hospitals and institutions around 

the nation offered accredited clinical pastoral 
training. This meant opportunity for more than 300 
clergymen and theological students to get “inside”’ ; 
the hospital——to experience its trials and problems, its 
rewards-——and develop awareness of the kind of help 
most needed by hospital patients. 

Augustana Hospital, Chicago, is one such hospital. 
Since 1945, Augustana—owned and operated by the 
Lutheran Church—has been an accredited training 
center of the Institute of Pastoral Care, Boston. It 
offers three programs: a six-week summer seminar; 
a school-year course for theological students, and in- 
dividual residencies. 

Students may be established pastors anxious for 
fuller understanding of hospital problems. They may 


a be young theology students bent toward life work as 
toward service 


The course of training is identical. 
The chaplains-to-be first serve as orderlies, work- 
and ing side by side with nurses, doctors, housekeepers 
and other members of the staff. They are introduced 
' to hospital services and departments. They conduct 
understanding daily chapel services and help maintain the chaplain’s 
office. 
Later, they make.rounds visiting patients and gain- 
ing invaluable experience. 
d pu LUVe J Lory A full schedule of classroom activities is the core 
of the program. 
> ac This picture story is based on the experiences and 
of chaplain observations of Harold C. Billnitzer, a student in 
. Augustana’s last six-week summer seminar. Rev. 
Billnitzer, the story’s central figure, presently is 


mn training chaplain at St. Luke’s Hospital, Toledo, Ohio. 


At first, we 
work as hospital 
orderlies 
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We come to understand the need for swiftness of foot and sureness of hand... 
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We begin to comprehend the countless 
services needed to preserve 

life and restore health. There is much to 
learn, and so little time. 


We seek out all corners of our hospital, 
watching, waiting, learning 


Some part of every day we spend 
in the classroom, sharing experiences. 


The warmth of our common bond carries over into all activities. 
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Finally we visit the 


patients . . . ministering 
to the aged and 
the infirm. 


Evening . . . quiet moment for study 
and reflection. Our 
‘ six weeks have passed as a day, 


and our work is just beginning. 


—photos by Robert McCullough 
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a. HIS IS THE second part of an 
_article by Professor Sayre on 
concepts of administration. The 
first part, which appeared in 
HOSPITALS JOURNAL OF THE AMERI- 
CAN HOSPITAL ASSOCIATION, Janu- 
ary 16, 1956, reviewed two con- 
cepts of administration. These 
were: administration as a tech- 
nological system, a concept ex- 
emplified by the business corpora- 
tion, particularly the corporation 
engaged in large-scale production; 
and administration as a system for 
policy formulation, a concept con- 
cerned with the methods by which 
an organization plans policies, pro- 
grams. or schedules its work to 
carry out these policies and evalu- 
ates the results of its policies and 
its work programs. 


3. administration 
as a social process 


This conceptual system, although 
a very recent development (being 
primarily a post-war addition to 
the literature of administration), 
has had a popularity almost ap- 
proaching the status of a fad. It 


is, and will remain, an important 


approach to administration, and 


Wallace &. Sayre, Ph.D., is professor of 
Public Administration, Columbia Univer- 
sity, New York City. 

This article is the concluding part of an 
address presented by the author to the 
Conference of Association of University 
Programs in Hospital Administration in 
Ch December, 1954. 
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. must be cut to fit the form of the organ- 
ization. Only if they can be applied 


‘ to concrete situations will they be use- 
= ful tools in organizing human work. 


by WALLACE &. SAYRE, Ph.D. 


will no doubt soon outgrow some 
of its tendencies toward oversim- 
plification and preoccupation with 
trivia. 

This concept centers its attention 
upon the organization as a social 
group: a group of human beings 
each of whom brings to the organi- 
zation his own unique set of values, 
attitudes, motives and personality 
structure. It is the interaction of 
these individuals with each other 
which shapes the organization and 
determines its behavior far more 
than does the technology of the 
organization or its policies. 

This conceptual system sees 
administration as a world of in- 
terpersonal relations, and as a 
problem in human behavior. Its 
approach to organization is fre- 
quently described in popular ter- 
minology as “human relations.” 
The focus is less upon the leader- 
ship of the organization, more upon 
the attitudinal structure and dy- 
namics of the rank-and-file mem- 
bership. 

The organizational model for 
this system is the informal group 
rather than the formal, hierarchical 
organization, In fact, its most im- 
portant single contribution to our 
knowledge of administration has 
been its emphasis upon the “infor- 
mal organization” which exists 
within all formal organization and 
which exerts a profound influence 


upon, if indeed it does not sup- 
plant, the official or formal struc- 
ture. It is noteworthy that most 
of the literature of this conceptual 
system is devoted to the small face- 
to-face group. The larger organi- 
zational frames, so characteristic 
of our society, are viewed by these 
writers with no affection. 
Administration as a social proc- 
ess is concerned with the behav- 
ioral life of an organization. This 
system is the climate of the sociol- 
ogist, the social psychologist, the 
psychiatrist, the social worker. The 
mood is not technological nor pol- 
icy-centered; instead, it is more 
likely to be warm-hearted and 
permissive, although it is occa- 
sionally clinical and manipulative. 
Participation, consultation, codper- 
ation, consensus, morale—these are 
among the favored words in the 
vocabulary of this system. 


OPERATIVE TERMS 


The most important operative 
terms in this system include: lead- 
ership, participation, communica- 
tion, morale. This small sample, 
from a conceptual system which 
has developed a large and special- 
ized vocabulary of its own, will at 
least enable us to identify its 
major concepts. 

In this conceptual system, lead- 
ership takes on special connota- 
tions. Leadership is the skill to give 
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form and expression to the feelings 
of the group, to represent rather 
than to command, to find new 
levels of synthesis which evoke 
agreement and satisfaction in the 
group. Participation is the key con- 
cept for this theory of administra- 
tion, for its exponents invariably 
speak of “democratic administra- 
tion” as their model. In this con- 
cept an organization maximizes its 
assets to the degree to which it 
reaches out for and secures the 
full emotional and intellectual at- 
tachment of its members. For this 
purpose, participation by members 
in the decisions of the organization 
is indispensable. Communication, 
in turn, is seen as indispensable to 
participation. That is, the members 
of the organization must know 
what is going on, what is being 
planned, what is about to be de- 
cided—and they must know all the 
whys or they will be “outsiders” 
rather than “insiders”, in the or- 
ganization but not full-bodied 
members of it. 

Morale, in this conceptual sys- 
tem, is the index of organizational 
success (not efficiency, as in the 
technological system nor program 
accomplishment, as in the policy- 
centered system). It is assumed, 
and some effort has been expended 
to prove, that high morale will 
yield both efficiency and program 
accomplishment. Morale—that is, 
the satisfaction of members with 
their lives in the organization, is 
to be nurtured by all the arts and 
methods available to the leader- 
ship. The executives, the managers, 
the supervisors are to be selected, 
trained, advanced and rewarded in 
terms of this code of participation, 
consensus and consent. The system 
of personne] management—a sub- 
ject of primary concern to this 
conceptual system—is to be trans- 
formed from its scientific man- 
agement origins to a_ social- 
psychological system of “human 
relations.” 


HEAVY BURDENS IMPOSED 


What does this third conceptual 
system of administration bring to 
the hospital administrator? It is 
clear even from this brief glance 
that the concept of administration 
as a social process imposes heavy 
burdens upon the administrator 
and upon all the other supervisors. 
It calls for drastic changes in the 
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pattern of conventional organiza- 
tional life. Its full application 
would, in fact, turn most organiza- 
tions upside down. Yet much of 
this conceptual system is indis- 
putable. Perhaps hospital admin- 
istration, having responded so 
slowly to the concept of adminis- 
tration as technology, has special 
opportunities in responding to this 
concept of administration as a 
problem in interpersonal relations. 


4. administration as 
a system of responsibility 


This conceptual system has had 
the least formal development in the 
literature of administration. It is 
concerned with the external rela- 
tions of an organization, its re- 
sponsibility and accountability to 
its constituency, and the arrange- 
ments by which this responsibility 
is insured. These are the questions 
which this conceptual system em- 
phasizes. To whom is the organiza- 
tion accountable? For what is the 
organization accountable? How is 
this accountability defined and by 
whom? How is this accountability 
judged and by whom’? 

The organizational models for 
this conceptual system are, first, 
the constitutional processes by 
which public administration agen- 
cies are held accountable in a 
democratic society (by the super- 
vision of elected executives and 
legislators, by statute law, by re- 
ports and by public scrutiny) and 
second, the trusteeship role of 
boards of directors and corporation 
officers in business enterprise. The 
focus is, therefore, upon the lead- 
ership of the organization, upon its 
responsibility and accountability 
for the policies, the performance 
and the progress of the organiza- 
tion—an accountability to those 
who created the organization, those 
who support it, and those who are 
served by it. An organization, this 
conceptual system emphasizes, does 
not exist in a social vacuum, nor 
does it exist for its own sake. In- 
stead, it has its life in, and owes its 
survival to, a larger environment. 

Administration as a system of 
responsibility is concerned with 
identifying, defining, clarifying, 
and carrying out the organization's 
relationship with its relevant ex- 
ternal environment. It is concerned 


with the ways in which the organi- 
zation reports on its plans and its 
accomplishments to its constitu- 
ency and secures the judgment and 
evaluation of that constituency. 
This conceptual system is the cli- 
mate of the chief executives in 
public or business organization. 
The mood is one of appraisal and 
self-criticism; of defining broad 
present and future areas of organi- 
zational purpose, and of defining 
constituencies and reporting to 
them. This conceptual system ac- 
cents .statesmanship skills rather 
than managerial talents. 

The most important operative 
terms in this conceptual system in- 
clude constituency, reporting, ap- 
praisal and responsibility or ac- 
countability. There are other major 
terms and concepts, but these few 
underscore the concern of this con- 
ceptual system with the relation- 
ships and responsibilities of the 
organization to its external en- 
vironment, 


CONSTITUENCY IS CENTRAL 


In this system the term constitu- 
ency is central. The organization 
serves not itself but a constituency 
or, more likely, a number of con- 
stituencies. In any organization 
the price of survival is sensitivity 
to the requirements of its con- 
stituencies: what are these con- 
stituencies; what is the relation- 
ship and responsibility of the 
organization to each of these con- 
stituencies; and by whom and how 
are these constituencies, these re- 
lationships and responsibilities, to 
be defined? Reporting to these con- 
stituencies in relevant and signifi- 
cant terms is a second concern of 
this conceptual system. And pro- 
viding adequate opportunities for 
the constituencies to communicate 
their appraisal of the organization 
in a meaningful context with some 
assurance of being listened to by 
the decision-makers of the organi- 
zation is a third concern. These 
three roads lead to an end-prod- 
uct which is the major value or 
premise of the conceptual system, 
namely that an organization re- 
quires for its survival, in a state 
of health, a system of responsi- 
bility; a method of assuring that 
it is actually, not merely ritual- 
istically, accountable to those who 
created, support or are served by it 

What does this fourth conceptual 
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system offer to the world of hos- 
pital administration? It would 
seem, to an outsider at least, that 
hospitals have more than ordinary 
problems in defining constituen- 
cies and the effective mutual rela- 
tionships between constituencies 
and the hospital organization. Hos- 
pitals do not float effortlessly in 
a sea of. philanthropy nor exist 
as an automatic benefaction of the 
medical profession. Instead, they 
exist, as do most organizations, by 
skillful navigation through a sea 
of troubles. The external relations 
of a hospital are obviously mani- 
fold and complex, and they would 
seem to have been more an object 
of neglect than of systematic 
attention. This would argue for 
considerable values to hospital 
administration from attention to 
the application of this conceptual 
system, 


PROBLEMS PECULIAR TO HOSPITALS 


The four conceptual systems of 
administration and the special 
characteristics of hospital organi- 
zation do not provide a simple and 
clear-cut answer to the question 
of what curriculum of training and 
experience should be provided for 
putative hospital administrators. 
Both aspects of the problem—the 
kind of administrator desired and 
the kind of curricula required— 
will no doubt remain tentative 
and experimental for some time. 
A consideration of the following 
special characteristics of hospitals 
may assist in arriving at workable 
generalizations from which effec- 
tive curricula can be planned: 

1. The hospital is a non-stand- 
ardized type of organization. There 
are many patterns of hospital or- 
ganization. Some are public agen- 
cies, some semi-public, some pri- 
vate. Some are general purpose 
organizations, some highly special- 
ized, Some are small organizations, 
some large, Some are relatively 
self-contained, some dependent 
units of a larger system. 

2. The hospital does not fit easily 
into the categories of either busi- 
ness or public administration. It is 
rarely a profit enterprise like the 
business corporation. It is rarely a 
purely public organization like the 
public school. Instead, it is usually 
an adventure in deficit financing, 
its budget approaching solvency 
only with the help of a wide vari- 


ety of revenue sources and an 
unusual amount of staff help in 
the form of contributed services 
by some and low wages by others. 

3. The hospital is an organiza- 
tional product of the health and 
medical professions, and as such 
it reflects their traditions and their 
values. In terms of administration, 
this introduces both assets and 
liabilities. A “free” profession is 
composed of members who stress 
individual responsibility under a 
strict professional code. Such peo- 
ple do not take easily to systems 
of hierarchy or other aspects of 
organizational life. Professions also 
stress specialization; they have 
little tolerance for generalists, and 
less for amateurs. Moreover mem- 
bers of a profession usually have 
a highly developed sense of mis- 
sion, of purpose, even a sense of 
dedication. For them the authori- 
ty of persons is not measured by 
the organization chart, but by pro- 
fessional status and competence. 

In the health and medical pro- 
fessions serving together in a hos- 
pital these stresses between or- 
ganization and profession are made 
the more complex by a multiplicity 
of professions, a multiplicity of 
values and perspectives not easily 
reconciled into a harmonious or- 
ganization. 

4. The hospital as an organiza- 
tion would seem to be a place of 
tension and anxiety as well as a 
place of miracles and recovery for 
its clients. Most of the direct cus- 
tomers of a hospital are ill. Most 
of them would prefer to be some- 
where else. They look mainly to 
their doctor for reassurances; they 
do not usually identify him with 
the hospital; it remains an imper- 
sonal machine to them, a kind of 
hotel but still an involuntary place 
of residence with rules and habits 
which cater but little to their con- 
venience or taste. 

In terms of administration this en- 
vironment approaches the unique. 
No other organization quite paral- 
lels this set of relationships. This 
would indicate that hospital ad- 
ministrators will find no exact 
models to help them in working 
out their problems on this particu- 
lar front. 

5. The hospital would seem to 
be an organizational setting where 
many semiautonomous codpera- 
tors meet for the purpose of using 


common services and facilities and 
to provide services to each other, 
but in.a loosely integrated organi- 
zational system. In terms of ad- 
ministration these would seem 
to be the central questions: how 
much integration is desired? Can 
or should, the hospital be an hier- 
archical organization? Or must it 
remain a kind of federal system 
knit together by treaties, by eom- 
mittees, and by informal methods 
of many kinds? 


HOSPITAL ADMINISTRATION TRAINING 


Since we are not dealing with 
universals, nor with an exact, ab- 
stract science of administration, we 
must ask: 

1. What is our image of the hos- 
pital as an organization, as hospi- 
tals now function? 

2. What is our image of the hos- 
pital as the kind of organization 
we want it to be—what is our 
model? 

3. What is our image of the hos- 
pital administrator as he now ex- 
ists? 

4. What is our image of the mod- 
el hospital administrator? What 
does he do? How does he do it? 
What knowledge, what skills, does 
he require? 

Some very tentative hypotheses 
might be constructed from the fol- 
lowing preliminary observations: 

® The curriculum ought to deal 
with the hospital as a sociological 
institution—that is, with its his- 
torical and emerging role in the 
community; its relationships to 
basic, social, economic and politi- 
cal phenomena in the community. 

® The curriculum ought to deal 
with the hospital as a part of the 
health and medical professions— 
that ‘is, as an institution rooted in 
a special set of traditions, values, 
dilemmas, conflicts and aspirations. 

® The curriculum ought to deal 
with the hospital as a problem in 
administration—that is, applying 
to the hospital the four conceptual 
systems of administration or some 
higher synthesis of them. 

@® The curriculum ought to deal 
with the management methods of 
a model hospital—that is, by con- 
crete illustration, perhaps by case 
studies, demonstrate the applica- 
tion of the generalizations devel- 
oped in other parts of the cur- 
riculum, with the attendant choices 
among competing values. * 
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realistically facing the 


foe THING that all hospitals have 
in common is the shortage of 
professionally qualified dietitians. 
Numerous suggestions have been 
made to help hospital administra- 
tors solve the problem including 
shared dietitians; dietary consult- 
ants, employment of a concession- 
aire, and so forth. These measures 
are practical for the small hospital, 
but not the answer for the me- 
dium-size or large hospital. 

The large institution is almost 
required to operate a dietetic serv- 
ice by virtue of the varied nature 
of the demands on it for special 
services that the professionally 
qualified dietitian can best per- 
form. It must provide dietary edu- 
cation and diet therapy for pa- 
tients, a hotel or catering-type 
food service to bed patients, one 
or more public feeding facilities 
within its walls and dietary consul- 
tation for its physicians and the 
community. It is true that portions 
of these tasks can be farmed out 
to fee-type service organizations. 
However, since so many of the re- 
maining services are peculiarly the 
province of the dietitian, such a 
division, at best, can be considered 
a haphazard arrangement in help- 
ing the hospital meet its responsi- 
bility to its patients. 

Our 1,067-bed hospital for gen- 
eral medical, surgical, tubercular 
and neuropsychiatric patients is 
located in a city where a booming 
industry siphons off dietitians for 
industrial feeding services; a new 
medical center with new hospitals 
competes for professional staff; and 
a large public school system is in 


Agnes C. Bannister is chief of the die- 
tetic service at the 1,067-bed Veterans 
Administration Hospital, Houston, Tex. 
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dietitian shortage 


by AGNES C. BANNISTER 


" 


THE EMPLOYEE TRAINING dietitian at Houston veterans hospital is re- 
sponsible for the instruction of all nonprofessional food service personnel. 
Above, she demonstrates the correct procedure for preparing griddle cakes. 


constant need of dietitians. 
Realizing the fact that in the 

foreseeable future the supply of 

dietitians will not catch up with 


‘the demand, we have taken an 


honest look at the situation, and 
have revised our concept of the 
dietitian’s role. We have removed 
her from those chores that can be 
performed as efficiently by well- 
trained nonprofessional personnel 
in order to use her as sparingly as 
possible in our staffing arrange- 
ment. Where the professionally 
qualified dietitian is on duty in our 
hospital, there is a definite need 
for her services to provide admin- 
istrative control, teaching, patient 
contact and professional or com- 
munity liaison. 


TASK 1S NOT EASY 

This has not been an easy task. 
Much of the difficulty has come 
from the professionally qualified 
dietitian. Trained to do everything 
and frequently required to do so, 
she has felt that nothing can really 
be delegated, particularly to those 
persons whose education and fre- 
quently intelligence are so much 
less than her own. Today each time 
we bring in a new dietitian, our 
first task must be to completely 
orient her to the role she will play 
on our staff as a dietetic liaison 


representative or dietetic unit 
director. 

Nor has it been easy, in the six 
short years we have been in oper- 
ation, to secure nonprofessional 
personnel of such caliber that we 
can develop their skills to take us 
through day-to-day operation, We 
are also in competition in securing 
members of this group. Moreover, 
our salary scales do not attract 
highly-skilled personnel to these 
nonprofessional jobs. 

For this reason, we must screen 
applicants carefully and quickly 
weed out incompetent persons. We 
also must be certain that every- 
thing we plan is outlined step by 
step in language the employee can 
understand. Each of the jobs must 
be simplified to the employee's in- 
tellectual level and physical ca- 
pacities. We must also set the 
working pace so that employees 
can meet deadlines without sacri- 
ficing quality in their work, This 
must be done entirely within the 
limitations of the number of per- 
sonnel allotted to the dietary serv- 
ice and the factors influencing per- 
sonnel policies. 

We believe that many tasks in 
the dietary food production and 
service units can be delegated to 
nonprofessional, skilled and semi- 

(Continued on page 78) 
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hospitals’ 


obligation 
Blue Cross 


by MADISON 6B. BROWN, M.D. 


This is the 
concluding article 
in a series on 
Blue Cross started 
in our issue of 
January 1, 1956. 


OMEONE HAS SAID, “Little people 
talk about people, average 
people talk about events, big peo- 
ple talk about ideas.” This is a 
discerning observation, but lest you 
think it is quoted for personal rea- 
sons, let me paraphrase it: “Little 
talk concerns people, average talk 
concerns events, big talk concerns 
ideas.” 
Our discussants have given you 
“big talk”’-—their ideas on how in- 
dustry looks at prepaid health in- 


surance programs and what labor — 


wants in a health insurance plan. 

Mr. Marshall’ commented that 
the 25th anniversary of Blue Cross 
indicated the attainment of matur- 
ity. He was quick, however to point 
out that such growth was only an 
indication that the program is 
headed in the right direction and 
it fills a need recognized by all. 
Basically he said that a substantial 
foundation has been laid on which 
to build the solutions for the future 
health needs of the public. 

Mr. Hayes,’ speaking for organ- 
ized labor, asked that we strength- 
en our programs by discarding the 
fragmentized approach to health 
insurance. He advocated compre- 
hensive health coverage for all as 
one of the most important ways to 
protect our national productivity, 
saying this is essential if we in the 
United States are to maintain the 
important role for which we 
have become responsible in the 
rapid kaleidoscope of international 
events. 

Blue Cross has written a chal- 
lenge to all in exploring ways to 
extend coverage for all persons, 
and pioneering with coverage of 
persons over 65. Presently your 
Association is assisting in the for- 
mulation of legislation for the aged 
and indigent aimed at this goal. 

The American Hospital Associa- 
tion has favored comprehensive 
medical care in hospitals for some 


Madison B. Brown, M.D., is executive 
vice president of Hahnemann Medical Col- 
lege and Hospital, Philadelphia. This arti- 
cle is the text of an address presented by 
him to the 57th Annual Convention of the 
no Hospital Association last Sep- 


time, such medical care to be paid 
for at cost as outlined in the Prin- 
ciples of Payment for Hospital 
Care. The unions are interested in 
comprehensive medical care be- 
yond the aspect of inpatient care. 

With the trend toward compre- 
hensive care, failure to realize that 
hospitals logically should providg 
facilities for inpatient as well as 
outpatient medical care will only 
delay the successful solution of the 
medical care problems for the gen- 
eral public. 

To me, the rush to control all 
elements of professional services 
on a fee for service basis is im- 
practical and unnecessary. Besides, 
it is against the present trend in 
providing medical care How a man 
is paid need not in any way com- 
promise his professional judgment. 
To the public, comprehensive med- 
ical care is most understandable 
when offered in a comprehensive 
financial package. It is just this 
practice which has created so much 
success for the clinics sponsored 
by the unions for their members. 

Louis Pink in his Story of Blue 
Cross~- A National Health Plan 
quotes Dr. Thomas Parran as fol- 
lows: “The hospital of tomorrow 
should be an instrument of total 
community health, an institution 
for the facilities and skills neces- 
sary to promote health and prevent 
disease, as well as to treat the 
sick.” Many of our goals for the 
future have been forecast. Our ob- 
ligations to Blue Cross are to be 
ready to absorb these tasks, these 
newer methods of medical care, 
these aspects of comprehensive 
care. 

Whether such programs are in- 
surable is the decision of the ac- 
tuaries; certainly comprehensive 
medical care for outpatients as 
well as inpatients is in the best 


interests of the general public. In 


my opinion, our hospital mission 
is not just the care of the sick or 
provision of facilities to diagnose 
illness; nor is provision of facilities 
for our staffs to practice preventive 
medicine enough. Our new goal is 
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also the provision of facilities for 
positive health—that is, the care of 
the well population. 

Whether all phases of such a 
program should be insured has 
been questioned. A recent article 
on health insurance* cautions not 
to try to insure against routine or 
predictable expenses but rather to 
concentrate on the big, bad events 
which could cause serious financial 
embarrassment. This, of course, is 
not the program of the unions, nor 
of the Kaiser Foundation nor the 
Health Insurance Plan of New 
York. However, we should heed the 
caution noted in the article. Insur- 
ing routine medical care such as 
dentists’ bills and visits to doctors’ 
offices is likely to be merely an ex- 
change of dollars for dollars. Such 
a situation may lead to the tempta- 
tion of trying at least to get back 
premiums thereby possibly creat- 
ing over-use. This article recom- 
mended budgeting such items of 
medical expense. 

In our obligation to Blue Cross, 
I am less worried about the ac- 
tuarial solutions to the problems 
of comprehensive coverage than 
about hospitals being ready with 
facilities and controls to assure the 
economical carrying out of com- 
prehensive positive medical care. 

Regarding hospitals’ obligations 
to Blue Cross, let me ask a few 
pertinent questions. Do you as an 
administrator or trustee of a hos- 
pital know the basic philosophy of 
Blue Cross? Do you realize how 
important your sympathetic under- 
standing and appreciation of its 
operational problems are? Are you 
in favor of the program of your 
local Blue Cross Plan? Do you 
know the difference between Blue 
Cross and its service concept and 
indemnity as provided by commer- 
cial insurance? 

During the past three years I 
have had the privilege of being 
chairman of the Council on Pre- 
payment and Hospital Reimburse- 
ment. Through this contact I have 
had the opportunity to observe 
Blue Cross in action, both locally 
and nationally and to sample and 
test the knowledge and reaction of 
many administrators to the goals 
and aims of Blue Cross. As we 
provide the “service” in the Blue 
Cross concept, we should observe 
our responsibility more realisti- 
cally. 
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Since “service” is the prime 
characteristic of Blue Cross, we 
must make certain that we can 
provide it at the least possible cost. 
If we would intelligently use more 
of the fiscal information generated 
by our comptrollers, I am sure we 
would find ways to improve, even 
lower our costs of operation. Un- 
realistic pressure for cost payment 
for service can seriously jeopardize 
the financial competitiveness of 
Blue Cross. 


The Joint Commission on Ac- 


creditation of Hospitals requires a 
tissue committee; also medical rec- 
ords, and medical audit commit- 
tees. All of these functions are use- 
less if we merely collect the 
statistics. 

The proper use of hospital and 
diagnostic facilities requires a con- 
stant educational program. Mr. 
Marshall cautioned, methods 
must be devised to combat ma- 
lingering—malingering on the part 
of the doctor who over-prescribes 
—malingering on the part of the 
hospital which over-services, and 
malingering on the part of the pa- 
tient who overstays.”’ Again may I 
stress this requires education based 
on facts found by our staff commit- 
tees and calling the shots without 
favoritism. 


EDUCATIONAL OBLIGATIONS 


In preparing for the newer pro- 
grams of medical care, I wonder 
if we are missing our contacts with 
interns, residents and nurses. Re- 
member, administration has as 
much right, and as great a need, to 
educate its future staff as the med- 
ical profession. Considering that 
the hospital will become increas- 
ingly important in the lives of 
these future doctors and nurses, 
the opportunity to educate them 
today as to their professional rights 
and prerogatives as well as to 
their obligations to administration, 
should not be overlooked. In this 
way we will operate in good faith 
with them. 

Hospitals provide the “service” 
in the Blue Cross contracts with 
subscribers. As more and more of 
the general public is covered for 
health care and hospitalization, we 
have an obligation to keep Blue 
Cross competitive with other forms 
of insurance. Blue Cross cannot be 
competitive in the areas of ex- 
panded comprehensive coverage un- 


less our stewardship keeps both the 
Plans and hospitals competitive. 

Remember, some of those in- 
terested in health care have de- 
veloped comprehensive medical 
care including hospitalization. As 
we appraise the national picture we 
can see there is much to be done. 
We should be sensitive to the many 
successful and not so successful 
programs of expanding health care. 
One of our most important respon- 
sibilities is to prevent duplication 
of efforts by power groups or by 
the self-centered. Health care is 
too expensive to pay for over-ex- 
pansion, duplication by any ele- 
ment, be it government—union— 
or citizen-sponsored. We in the 
vast voluntary elements of our 
health care program should make 
our facilities attractive, needed and 
available to all. I would consider it 
tragic, even catastrophic, should 
those of us in the voluntary field 
fail to make our facilities and re- 
sources flexible enough to meet 
the changing scientific and socio- 
economic requirements for future 
health care. 

It is my hope that our objectivity 
in solving the patterns for the fu- 
ture will make it unnecessary for 
physicians, government or other 
organized groups to duplicate our 
facilities and programs which have 
been so successfully developed 
through the years. 

Twenty-five years ago the hos- 
pitals’ coéperation, born out of 
need, aided Blue Cross to become 
the vital force it has been in health 
care, Our objectivity will make it 
possible for Mr. Marshall and Mr, 
Hayes to retain continued confi- 
dence in our ability to anticipate 
and meet the needs of the future. 

Of the 101,493,000 persons car- 
rying hospital expense coverage at 
the end of 1954, Blue Cross-Blue 
Shield provided services to 47,484,- 
000. Blue Cross has always been a 
champion of the older age and less 
preferred risks. Pending legislation 
may assist in relieving some of this 
burden. To make these broadened 
interests of Blue Cross possible, 
however, hospitals must continue 
to extend their enlightened leader- 
ship and to improve their steward- 
ship. 

All of us, as citizens of our com- 
munities, must recognize that 
health, positive health, has become 

(Continued on page 100) 
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HE MONTH of December, 1955 

may not go into the books as 
the most epoch making month in 
the Association’s history, but it 
certainly demonstrates that there is 
never a dull moment for the officers 
and staff of the Association. This 
respite from dullness really comes 
in oversize lots and varies from the 
biggest lift ever given to the vol- 
untary hospital system of the 
United States to the extreme of a 
court decision which holds serious 
implications for the future of vol- 
untary hospitals. 

Although I knew that Dr. Crosby 
and Maurice Norby weren't given 
to telling tall tales, I had my 
moments of doubt when we met for 
lunch the latter part of November. 
As they reported on a conference 
Dr. Crosby had just had with an 
official of the Ford Foundation, it 
became apparent that one of 
the greatest stories in American 
philanthrophy was in the process 
of being written, and that hospitals 
were being featured in the plot of 
that story. 

The Foundation asked for the 
help of the Association in the gi- 
gantic task of implementing the 
program of grants to the approxi- 
mately 3,500 hospitals eligible un- 
der the criteria set up by the 
Foundation, Every member hospi- 
tal of the Association can be very 
proud of the manner in which the 
Association resporided and the way 
in which Ed Crosby and the others 
of the staff, assigned by him to 
work with the Foundation, repre- 
sented the Association. We can be 
proud too that our Association has 
the resources and the information 
immediately at hand to permit it 
to respond efficiently and fully to 
a request of such consequence. 

It does seem fitting that the first 
issue of HOSPITALS, our Journal, 
under the twice-monthly publica- 
tion plan should have such an im- 
portant story to feature. Also, in 


your resident reports 


case you didn't notice, it is equally 
fitting that the new cover design 
of HOSPITALS be inaugurated with 
the picture of Henry Ford II. This 
is one way of honoring him for the 
great contribution he and the 
Foundation Board have made to a 
large segment of our hospitals. I 
am sure, however, that both he and 
the Foundation Board will consider 
it their greatest tribute if those 
hospitals which receive grants are 
able to intensify their efforts in 
behalf of the sick and injured. 


hesitate to say anything about 

the lowa Court decision because 
of the ramifications that can accrue 
to a statement by the President of 
the American Hospital Association 
on a problem so complex and one 
involving such fateful consequen- 
ces to hospitals, physicians and the 
public. For those same reasons, I 
feel that this monthly report would 
have very little meaning if it 
ignored the decision. 

The Association previously for- 
warded to you a copy of the de- 
cision in full along with a covering 
letter from me advising that each 
hospital review the decision. The 
decision is from a lower court and, 
of course, affects only hospitals in 
the State of Iowa. It is being ap- 
pealed to the lowa Supreme Court 
by those hospitals. The staff of the 
Association has studied the de- 
cision and it will be reviewed by 
the Board of Trustees of the As- 
sociation at the Board’s meeting 
early in February. That is about 
all I can report officially at this 
time. 

My personal feeling is that the 
decision leaves Many more ques- 
tions than it has answered. Taken 
literally, it creates such compli- 
cations that neither physicians nor 
hospitals can carry out their tra- 
ditional responsibilities under it. 
The umbrella interpretation it 
gives to the lowa Medical Practice 


Act ignores the scientific progress 
that modern medicine has made 


and the sheer necessity of provid- 


ing the modern doctor with wide 
arrays of highly-trained personnel 
and expensive equipment so that 
he is spared the impossible task of 


either doing the work himself, or 
of providing the personnel and fa- 
cilities from his own resources. 


To my mind, the basic issues 
which the Iowa court decision has 
raised are not concerned with 
whether the pathologist and the 


radiologist are practicing medicine. 


I have always believed they were. 
But does this mean that every- 
thing they need done for them, 


simply because they may use it in 
their practice or may in instances 
do it themselves, likewise consti- 


tute the practice of medicine? Does 
this mean that the community hos- 
pital is to be considered in the same 
class as commercial agencies and 
charlatans and that the public must 
be protected by forbidding the hos- 


pital to provide those services in- 
cidental to the purpose for which 


it was created by the community 
and licensed by the state? These 
are issues of vital importance to 
doctors and hospitals and I refuse 
to believe that either will be con- 
tent to ignore the implications 
posed by the recent Iowa court de- 
cision. Our modern hospital facili- 
ties represent a heavy financial 
sacrifice by the citizens of the vari- 


ous communities throughout the 


nation and it will not be an easy 
task to convince them that the 


concept on which they made those 
sacrifices has 


suddenly become 


wrong and illegal. 


Ray E. Brown, president 
American Hospital Association 
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TELPA Stri 
plastic cases. 


the scab when you take it off. pte sizes—and they can be 


cut to fit any wound, without rav 


is ideal for simple minor wounds— or burns and 
a to apply, easy to change. Doesn't hurt or tear 


TELFA Sponge-Pad provides the additional absorption, reten- 

Counties and protection needed in major surgery and drainage 
Sponge and pad combined in one dressing, with non- 

edheseut TELFA facing. No supplemental dressings needed. 


ANY WOUND THAT NEEDS 
DRESSING NEEDS TELFA 


Faster healing at lower cost...TELFA dressings 
absorb without sticking, lift off painlessly 


Wounds heal faster and better 
with a TELFA dressing because 
it never interferes with natural 
healing. No grease, no medica- 
tion. 

With its perforated “plastic 
skin’’ next to the wound, TELFA 
absorbs drainage without stick- 
ing, without interference with 
healing tissue or sutures. Re- 
moval is simple and painless— 
it lifts right off. 

You can use TELFA Non-Ad- 
herent Dressings on all wounds 
because they are supplied in 
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both TELFA Strips and TELFA 
Sponge-Pads, to meet every 
wound need. 

You save time and money be- 
cause, whatever the wound, one 
dressing does the job. Dressing 
changes are made in half the 
time, and hospitals report dress- 
ing costs reduced 18% to 414. 

Why not make TELFA your 
routine wound dressing? TELFA 
Strips—2%”" x 4”, 3” x 8” and 
8” x 10” hospital cases. TELFA 
Sponge-Pads—4’ x 5” and 5” x 
9” hospital cases. 


orvi 


TELFA 


SPONGE-PADS 
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NON-ADHERENT 
STRIPS OR 
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simple 
locking device 
keeps needle 
in vein 


I’ IS ALWAYS disconcerting to the 

physician and uncomfortable to 
the patient to have an intravenous 
needle come out of the vein dur- 
ing infusions or transfusions. This 
is particularly true in pediatric 
cases, where so much movement of 
the patient is seen. 

A simple locking device to main- 
tain a needle in the vein is shown 
in Fig. A. The device consists of 
two parts, one a collar that slips 
over the hub of the needle and the 
other a spring clip that fits in the 
upper part of the collar above the 
needle. The spring clip has four 
small prongs on the end that are 
sharp enough to hold in the skin 
but not to pierce it. A short spring 
clip, not shown, is made for use on 
short needles for scalp veins in 
giving transfusions to infants. The 
collar is firmly attached by the set 
screw in the side to the grooved 
hub side of the needle. This smal! 
screw is turned for fastening and 
unfastening the collar on the nee- 
die hub by inserting the side of the 
stainless steel spring into the screw 
top. 

After the collar is attached to 
the hub of the needle with the 
locking side screw, the needle is 
inserted into the vein. The thin 
stainless steel spring clip then is 
inserted into the collar above the 
needle’s hub and the screw on the 
top turned down manually. This 
forces the pronged end down to 
catch into the skin, which effec- 
tively locks the needle in the skin 
and underlying vein, as shown in 
Fig. B. 

To remove the needle from the 


SIMPLE LOCKING device te maintain a needie in a vein. A shows the collar, 
which slips over the hub of the needle, and the spring clip, which fits in the 
vpper part of the collar above the needle. B, four prongs on the spring clip lock 
the needie in the skin and underlying vein. 


vein, the set screw on top of the 
collar is unscrewed, which allows 
the spring clip to rise from the 
skin. The spring clip is removed 
from the collar, and the needle 


then can be removed from the 
vein.—-ALLAN BLOxsoM, M.D., writ- 
ing in the May 21, 1955 issue of 
The Journal of the American Med- 
ical Association. 


Massachusetts surveys cite increased blood use 


HE MASSACHUSETTS demand for 
human blood for therapeutic 
purposes has more than tripled 
during the past seven years, as re- 
ported by Boston physicians Mark 
Falcon Lesses and Huston J. Ban- 
ton in the July 7, 1955 issue of The 
New England Journal of Medicine. 
In response to a 1947 question- 
naire, 78 Massachusetts hospitals 
estimated using 40,000 pints, or 
3.4 pints per hospital bed. From 
July 1953 through June 1954, this 
total had soared to nearly 130,000 
pints used, an average 6.17 pints 
per bed in 176 hospitals. All re- 
porting hospitals in both of the 


surveys are short-term institutions. 
During the 1953-54 study period, 
Red Cross supplied 52 per cent of 
the available 148,544 pints, hos- 
pital banks supplying the remain- 
der. More than one-quarter of 
19,685 “outdated” pints were re- 
turned to the Red Cross for the 
production of albumin, the balance 
being ‘used by individual hospitals 
for the preparation of plasma and 
albumin, 
Comparable national statistics 
over this period, as cited by Doc- 
tors Lesses and Banton, show Red 
Cross supplying 40 per cent of the 
hospital needs. The number of 
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hospitals 
can’t afford 
part-time 


diuretics 


Maximum therapeutic benefit with minimal side 
effects—rapidly achieved —are the criteria for 
drugs most valued in hospital practice. 


That is why more hospitals choose MERCUHYDRIN 
as the injectable which almost invariably gives 
more rapid relief of heart failure. Once patient's 
acute symptoms are controlled, NEOHYDRIN, the 
most effective oral diuretic, maintains their im- 
provement. It continues steady diuresis, requires 
no rest periods and rarely requires discontinuance 
because of side effects. 


for full-time, every-time diuresis 


odi 
(BRAND OF MERALLURIDE INJECTION) 5 ium 


TABLET 


NEOHYDRIN 


(BRAND OF CHLORMEROORIN) 


LAKESIDE 
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“outdated” pints reported by Mas- 
sachusetts hospitals—-13.2 per cent 
of the available total—compares 
favorably with national averages, 
according to the authors. 

Tabulated also was blood-use in 
terms of the various hospital types, 
significant data as regards hospital 
planning. Short-term hospitals re- 
ported an average seven pints used 
per occupied bed during the study 
period, as contrasted with two- 
tenths of a pint used by long-term 
hospitals. In Massachusetts, the 
long-term group is composed 
chiefly of mental hospitals or those 
for chronic care of organic disease. 

Nine teaching hospitals in the 
Greater Boston area reported an 
average ten pints used per occupied 
bed. 

During the study period, 60 
short-term hospitals-— more than 
one-third of all those reporting in 
this category-——received their full 
blood supply from Red Cross; all 
were small, however, in terms of 
bedsize and the use of blood in 
relation to bed capacity. On the 
average, the remaining 116 insti- 
tutions drew less than half their 
supply from Red Cross, the amount 
ranging from 30 to 90 per cent of 
the total. Included here were a few 
large hospitals using more than 
1,000 pints yearly and relying on 
Red Cross to meet virtually all 
their needs. 

Drawing upon survey data, the 
authors credit the Red Cross blood 
program for its success in helping 
to smooth out inequalities between 
blood supply and demand in the 
Commonwealth. At the same time, 
they cite the need for codperative 
efforts between hospital blood 
banks and the Red Cross program 
to meet total needs. 

“The present level of financial 
and blood-donor support of the 
blood program does not permit col- 
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lection of much more than 83,000 
pints... yearly by the Red Cross. 
In any event a completely central- 
ized blood service is not considered 
desirable, even if attainable, in 
view of the necessities of civil de- 
fense and the specific needs of hos- 
pitals for freshly drawn blood, 
plasma or platelets.” 


Notes and Comment 


Pediatric academy statement 
on oxygen use in infant care 


The following statement con- 
cerning the use of oxygen in the 
treatment of premature infants 
was prepared by the Committee 
on the Fetus and Newborn Infant 
of the American Academy of Pedi- 
atrics and approved by its execu- 
tive board. 

The accumulated evidence defi- 
nitely incriminates the excessive 
use of oxygen as a major factor 
in the cause of retrolental fibro- 
plasia in premature infants. “Ex- 
cessive use” implies concentrations 
of more than 40 per cent or 
the prolongation of administration 
after the indication for its use has 
passed. It is possible that even 
short periods of administration of 
higher concentration may be harm- 
ful, 

On the other hand, the intelli- 
gent use of oxygen can be the 
means of saving the lives of hypox- 
ic, dyspneic, and cyanotic babies. 
It would be unwise to arbitrarily 
deny adequate oxygen (and per- 
haps life) te those babies because 
of possible injury to the eyes of 
some. 

Accordingly, the following rec- 
ommendations are made: 

1. Oxygen should be prescribed 
only on medical order the same 
as any drug or treatment. (Except 
in emergency.) 


2. Oxygen should not be admin- 
istered routinely but only upon 
specific medical indication. 

3. Oxygen concentration should 
be kept at the lowest possible level 
that will relieve the symptoms for 
which it is given, if possible not 
over 40 per cent. 

4. Oxygen therapy should be 
discontinued as soon as the indi- 
cation for it has passed. 

5. Ordinarily, the indications for 
supplemental oxygen are general 
cyanosis (not acrocyanosis) and 
dyspnea. The urgency of treating 
these symptoms must rest with 
the clinical judgment of the at- 
tending physician. 

6. Oxygen concentration must 
be determined by means of an 
oxygen analyzer as often as neces- 
sary to keep it properly stabilized 
but at least every four hours. 

7. A source which does not con- 
tain or deliver more than 40 per 
cent oxygen will insure against 
exceeding that concentration but 
may not be adequate in those occa- 
sional instances where higher con- 
centration is desired. If such a 
restricted source of oxygen is em- 
ployed, additional oxygen should 
be available for those special in- 
stances where it is indicated. 

8. There are no apparent contra- 
indications to the use of supple- 
mental oxygen in infants weighing 
more than five pounds. ® 


Successful kidney transplant 


The first kidney to be trans- 
planted from one identical twin to 
another is continuing to function 
more than nine months after the 
operation. 

The complete medical report of 
the history-making operation was 
presented to the November clini- 
cal congress of the American Col- 
lege of Surgeons by a Boston team 
of surgeons. 

The patient, 24, was suffering 
from a hopeless malignant hyper- 
tension with both kidneys diseased. 
Treatment using .an artificial kid- 
ney was not successful. 

The transplant appears to be a 
success because of immunologic 
and genetic similarity of tissues. 

The report was made by Drs. 
Joseph E. Murray, John P. Mer- 
rill and J. Hartwell Harrison of 
Peter Bent Brigham Hospital and 
Harvard Medical School. 
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the economy and convenience of 
qust one vial, just one injection, for combined 
penicillin-dihydrostreptomycin therapy 


The antibiotic combination favored by surgeons 


penicillin-dihydrostreptomycin When the combination of penicillin and 

therapy dihydrostreptomycin is employed as a surgical 

with a single injection adjunct, use of Combiotie saves preparation 
time and costs. Additional advantages making 

this combination a prescription favorite on the 

surgical services are: 

* high blood levels with broader antimicrobial 
activity 

* synergistic action 

* better control of mixed infections 

+ fewer injections required 

* resistance minimized 


(Dry POWDER 
1.0 Gram Formula: 300,000 units penicillin G 
procaine crystalline, 100,000 units penicillin G 
potassium crystalline and 1.0 Gm. dihydro- 
streptomycin — single-dose and 5-dose vials. 
0.5 Gram Formula: Same as above but with 
0.5 Gm. dihydrostreptomycin — single-dose and 
5-dose vials. 


AQUEO! SUSPENSION 
In Steraject™ Single-doase Cartridges: 400,000 


units penicillin G procaine crystalline and 0.5 
Gm. dihydrostreptomycin. ( Also in 5-dose vials. ) 


| Pfizer PFIZER LABORATORIES, Brooklyn 6, N.Y. 
mo Division, Chas. Pfizer & Co., Ine, 
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SUMMARY OF RECOMMENDATIONS AND CONCLUSIONS 


1. Consideration of waste handling and disposal problems during 
the earliest stages of a hospital's design and planning is the key to 
their successful resolution. 

2. Based on the experience of 29 hospitals, the weights and volumes 
of combustible wastes approximately double, whereas, the production - 
of garbage and non-combustible wastes decreases in nearly the same 


CLEAN ENVIRONMENT remains 
the first requirement for con- 


trolling and preventing the spread 
of disease. The careful, sanitary 
collection and disposal of a hospi- 
tal’s solid waste products consti- 
tutes an important means toward 
this end. 

The hospital patient’s vulnera- 
bility, due to his frequently weak- 
ened resistance to disease, justifies 
a rigorous planning of. the hospi- 
tal’s waste handling procedures. 
Because hospital staff members 
may be directly exposed to gross 
quantities of waste-borne contami- 
nants, the hospital must always be 
on guard through strict and con- 
tinuous supervision of even the 
best organized waste handling pro- 
gram. 

A no less important reason for 
the well-managed waste handling 
system is to reduce possibilities for 
insect and rodent attraction and 
breeding. Offensive odors and un- 
sightly conditions, due to improper 
waste container cleaning or stor- 
age practices, can result in damag- 
ing patient, staff and even com- 
munity reactions. 

A successful solid wastes han- 
dling system, from an economic 
and administrative point of view, 
is largely predetermined by deci- 
sions reached during the hospital's 
preliminary design and planning 
period, Chief decisions to be made 
during this critical early stage re- 
volve around: 

1. Estimates of total expected 
solid wastes production. 

2. Selection of methods and siz- 
ing of equipment for ultimate dis- 
posal of wastes. 


This article is from ar 
the Committee on Hospita acili 
the Engineering and Sanitation Section. 
American Public Health Association. Don- 
ald L. Snow is chairman of the Committee. 
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proportion between hospitals having 100 and 500 patients, respectively. 

3. A total average waste production of approximately 9 pounds per 
patient per day, decreasing to approximately 642 pounds per day may 
be expected for hospitals having a range of 100 to 500 patients, 
respectively. 

4. Hospital waste handling and disposal systems should be designed 
and operated in such a manner as will insure complete freedom from 
sanitary hazards. 

5. Recommended specific sanitary objectives of hospital waste han- 
dling systems should include the increased use of disposable can liners, 
routine cleaning of all waste containers, mechanization of waste con- 
tainer washing facilities, and minimization of waste transfer operations. 


6. Where hog feeding is utilized as the method of garbage disposal, 


hospitals should require that garbage cooking be practiced. 


IN BUILDING OR REMODELING— 


dont neglect 


WASTE DISPOSAL PLANNING 


3. Assignment of adequate space 
and planning all physical features 
needed for the intended waste- 
handling activities. 

4. Determination of size, type, 
and location of original waste con- 
tainers, transfer receptacles, if re- 
quired, and transportation equip- 
ment. 

Very few decisions regarding 
waste handling can be deferred to 
a later stage without risk of find- 
ing serious “built-in” restrictions. 
It is during the early stages of 
designing a hospital that the use 
of readily available basic data and 
other aids in planning is particu- 
larly important. 

One prerequisite for a hospital’s 
waste handling system is that it be 
economical to operate. Other im- 


portant requirements include the 
following: 

The system must present mini- 
mum opportunities for patient and 
staff contamination — either by 
contact or air-borne routes, or 
through vectors. 

Containers and other equipment 
must be selected for their clean- 
ability and ease in handling with 
a minimum of employee effort and 
noise. 

Collection schedules must be ar- 
ranged to provide a minimum of 
disturbance to other hospital rou- 
tines. They should be frequent 
enough to minimize odor produc- 
tion. 

Perhaps more than any other 
single factor contributing to the 
success of a solid wastes collection 
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WINDOW Hospital and Admissions Building 
State Hospital, Raleigh, North Carolina 
Architects & Engineers: Walter Hook & Associotes, Inc. 
General Contractors: Thompson and Street Co. 


Another Adlake 
aluminum window installation 


Minimum air infiltration 

Finger-tip control 

No painting or maintenance 

No warp, rot, rattle, stick or swell 
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system is the proper selection of 
solid wastes containers. For con- 
venience, containers may be clas- 
sified in at least two functional 
groupings: 

1. Containers for receiving 
wastes where they are first pro- 
duced, such as metal receptacles, 
bed pans, sponge receptacles, kick 
buckets, sand urns, sputum cups 
and galvanized iron (GI) cans. 

2. Intermediate storage or trans- 
fer containers employed for con- 
centrating and occasionally trans- 
porting wastes to points of ultimate 
disposal. This group includes GI 
cans, canvas or fiberboard boxes, 
and laundry trucks, metal or card- 
board drums, truck-transported 
bins, ete. 

In the normal course of hospital 
activity, solid waste products are 
handled by a variety of hospital 
personnel ranging from the highly- 
trained professional to the un- 
skilled worker. It is important that 
all members of the hospital staff 
have complete confidence in the 
basic sanitary principles and pre- 
cautions applicable to waste han- 
dling. These principles must be 
clearly understood, One of the ob- 
jectives of a study undertaken re- 
cently by the American Public 
Health Association was to state 
clearly these sanitary principles. 
A questionnaire was designed by 
the Committee on Hospital Facili- 
ties of the Association’s Engineer- 
ing and Sanitation Section to se- 
cure certain information on the 
handling of solid wastes in hospi- 
tals. The questionnaire covered a 
one-week waste collection period. 

Information requested included 
the weights or volumes of wastes 
produced, the identity of the main 
sources of the wastes; the sizes and 
types of containers originally re- 
ceiving the wastes; special waste- 
handling practices and container 
cleaning methods; transfer con- 
tainers used; means for transport- 
ing wastes; and methods employed 
for ultimate disposal of wastes. 

One-week waste surveys were 
returned by 29 general hospitals 
having an average daily patient 
census ranging from 39 to 640. 
Geographically, the largest number 
of hospitals reporting were located 
in Georgia and Minnesota. How- 
ever, hospitals from 12 other states 
reported, Of the 29 hospitals, 16 
are private, local, or state-sup- 
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ported, and 13 are federally oper- 
ated. 

The surveys were conducted dur- 
ing the latter part of the summer 
of 1955. 

Answers to such questions as 
what types of waste containers are 
found in most common use; how 
are they transported and cleaned: 
and what waste transfer operations 
take place will, in effect, describe 
hospital wastes handling systems. 
The results of the survey were 
analyzed to develop a composite 
picture of such information for 
each category of wastes found in 
hospitals. The numerous individual 
solutions noted in the storage and 
collection of hospital wastes are 
both a reflection of the complexity 
of the hospital wastes picture, and 
an expression of the ingenuity of 
hospital personnel in meeting their 
day-to-day problems. 

Gerbege. The 32 or 33-gallon GI 
can is the most popular container 
used for the initial collection of 
garbage from main kitchens. Floor 
and diet kitchens most generally 
use the 5-gallon GI can. Limited 
transferring of garbage from 32- 
gallon cans to succeeding contain- 
ers takes place prior to ultimate 
disposal. Forty per cent of the hos- 
pitals hold garbage under refrig- 
eration prior to removing it for 
disposal. Concessionaire and mu- 
nicipal trucks are utilized in over 
75 per cent of the hospitals sur- 
veyed for hauling garbage from 
the hospital site. 

Only two hospitals reported the 
use of disposable plastic or paper 
liners for their garbage cans. Can 
cleaning is accomplished by steam 
or hot water hand hosing in ap- 
proximately twice as many hos- 
pitals as those using some form of 
manual washing. 

Combustibles. Painted metal waste- 
baskets in the 3 to 5-gallon range 
are used in the majority of patient 
rooms and offices. In one-third the 
hospitals reporting, galvanized 
metal or fiberboard containers 
were listed for bedroom use. Ap- 
proximately one-third the hospitals 
line their patients’ wastebaskets 
with peper or plastic bags or news- 
papers. 

No correlation could be estab- 
lished for the preferred size of 
containers used for combustible 
wastes from medical examination 
and treatment rooms. At these lo- 


cations, the sizes recorded ranged 
from 4 to 32 gallons. Galvanized 
metal cans predominated, followed 
in turn by stainless steel recep- 
tacles. 

Wastes from receptacles in pa- 
tient rooms, offices and treatment 
rooms were most generally trans- 
ferred to 32-gallon GI cans. Canvas 
bags and canvas box trucks were 
used in less than 10 per cent of 
these transfer operations. 

In 4 of the 29 hospitals, refuse 
chutes were used for conveying 
wastes originating from patient 
rooms and offices. Only one hospi- 
tal mixed these wastes with medi- 
cal examination and treatment 
room wastes in its refuse chute. 

Eighty per cent of the hospitals 
hauled their own combustible 
wastes to points of ultimate dis- 
posal; the remainder of the group 
relied on municipal or contract 
hauling facilities. Three members 
of the group listed hauling systems 
using welded-steel, truck-trans- 
ported bins. 

Approximately 75 per cent of the 
hospitals reported that painted 
metal wastebaskets were washed. 
The frequency of this washing, 
however, was not recorded, except 
in two cases, which reported wash- 
ing wastebaskets once a week. 
Galvanized and stainless steel con- 
tainers were cleaned almost en- 
tirely by steam hosing. 

Non-Combustibles. It is a general 
practice to keep separate combus- 
tible and non-combustible wastes. 
The largest variety of original 
waste containers was noted for the 
group of non-combustible mate- 
rials. While the 32-gallon GI can 
predominated, smaller GI cans, 
wood barrels, cardboard cartons 
and cardboard, fiber and metal 
drums up to 55 gallons in size were 
also used. Relatively few succeeding 
transfer operations were reported 
for non-combustibles, excepting 
three hospitals reporting transfer 
to the welded-steel, truck-trans- 
ported bins. The survey indicated 
that hospitals, municipalities and 
private trucking contractors shared 
almost equally in hauling these 
wastes to disposal points. Steam 
cleaning again was the favored 
method for cleaning this group of 
waste containers. 

Surgical and Autopsy Wastes. Both 
by weight and volume, wastes from 
these two sources average less than 
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2 per cent of the hospital's total. 
Due to their possibly contaminated 
character, operating and autopsy 
room personnel frequently carry 
these wastes directly to their points 
of ultimate disposal. 

GI or stainless steel containers, 
usually no larger than 10 gallons 
in size, are most frequently em- 
ployed for operating room com- 
bustible materials and gross tis- 
sues. Paper liners for these cans 
are occasionally but not generally 
found. Particular attention is paid, 
it was noted, to washing these cans. 
Washing with detergents, followed 
by rinsing, is the most common 
method of cleaning. Less often, hot 
water hosing or dipping or steam- 
ing are practiced. 

Cloth or newspaper wrappings 
are used in the handling of ampu- 
tated limbs. Small glass jars are 
generally used for operating room 
tissue specimens sent to the path- 
ology laboratories. Cardboard car- 
tons are sometimes employed for 
both limbs and gross tissues. There 
seemed to be no distinctive differ- 
ences between practices for han- 
dling operating room and autopsy 
waste materials. 


DISPOSAL METHODS 


Gorbage. Hog feeding ranked first 
in importance with 14 out of 29 
hospitals reporting this method of 
garbage disposal. Eight hospitals 
reported incineration and nine list- 
ed grinding with disposal to sewer. 
Two indicated that supervised san- 
itary landfills were being used for 
this purpose. In several instances, 
dual disposal methods were re- 
ported, These methods usually in- 
volved grinding combined with 
either incineration or hog feeding. 
Evidence of an increasing popu- 
larity for grinding wastes from 
serving or diet kitchens was noted. 
Because of the somewhat dispro- 
portionate number of hospitals re- 
porting from small population cen- 
ters, no conclusions should be 
drawn regarding hog feeding being 
the predominant garbage disposal! 
method in use, 

Combustibles. In all but four cases, 
hospital or municipal incinerating 
facilities are employed for paper, 
boxes, and other combustibles from 
patients’ rooms, offices, and related 
contributing areas. Sanitary land- 
fills are used in these four ex- 
ceptions. Wastes resulting from 
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medical treatment activities are 
invariably incinerated. 

Non-Combustibles. Sanitary land- 
fills or open, unsupervised dumps 
are the only ultimate means of dis- 
posal reported for this group of 
wastes. No distinction is drawn be- 
tween them since a review of the 
instructions furnished for answer- 
ing the questionnaire makes doubt- 
ful whether the significant differ- 
ences between sanitary landfill and 
unsupervised dumping operations 
were completely understood. No 
instances of can salvaging or bal- 
ing operations were noted. 

Surgical and Autopsy Wastes. Incin- 
eration predominates for the dis- 
posal of limbs and tissues resulting 
from surgical procedures and au- 
topsied materials, Proper burial or 
cremation of limbs is listed in 6 
of the 29 reported cases. Pathology 
laboratories receive considerable 
amounts of tissue materials which, 
following examination, are incin- 
erated. One hospital disposed of 
autopsied materials by grinding. 

Reported incinerator capacities 
ranged from 1.05 to 3.9 lbs. per 
patient per hour on an actual use 
basis. No distinction was made in 
the survey between the ratio of 
wet material destroyed to dry ma- 
terial destroyed. The median in- 
cinerator design rating of a group 
of 11 hospitals reporting was 2.08 
lbs. per patient per hour. Capaci- 
ties on a lbs. per bed basis would 
be smaller since they would reflect 
the average rate of bed occupancy. 
Four of the hospitals listed incin- 
erator design specifications ranging 
between 1/3 “wet” and 2/3 “dry” 
by weight to 2/3 “wet” and 1/3 
“dry.” 


SANITARY CONSIDERATIONS 


All but four of 30 hospitals 
polled on special precautions for 
handling wastes reported some 
form of personnel protective cloth- 
ing. There was, however, little 
uniformity between them. Protec- 
tive features varied from gloves 
alone to gowns, caps, face masks 
and gloves used together. 

Gloves and aprons in combina- 
tion were most frequently listed 
for routine wastes handling. Infec- 
tious materials, and tuberculosis 
wastes in particular, are usually 
handled with gowns and masks. 
From the information submitted, it 
could not be verified that gloves 


are generally used along with 
gowns and masks for infectious 
wastes handling. 

In two of the four hospitals not 
listing any form of personnel pro- 
tective equipment, either paper 
cartons or paper can liners for 
medical waste containers are noted. 

It is apparent from the question- 
naires returned that the hospitals, 
generally, are making genuine ef- 
forts to control the contact and air- 
borne routes of possible infection 
from their waste handling activi- 
ties. One example of their recogni- 
tion of the air or surface contami- 
nation possibilities resulting from 
dust or spilled waste materials is 
the scheduling of all waste collec- 
tions to avoid patient feeding 
periods. 

The committee believes that pro- 
tective clothing; thorough cleaning 
of waste containers following emp- 
tying; and the use of disposable can 
liners offer, when used together, 
maximum protection against con- 
tact-caused infections. It further 
believes that by bagging presum- 
ably contaminated wastes, the re- 
quired protective clothing and 
safety procedures may be mark- 
edly reduced. Another predictable 
by-product of using these com- 
bined procedures is that they re- 
duce the utilization of nursing per- 
sonnel, trained in isolation and 
gowning techniques, for infectious 
wastes disposal activities. 

The principles of cleaning all 
waste containers following use, 
using disposable can liners or the 
simultaneous application of both 
are practices within the reach of 
today’s hospital and are strongly 
commended by the committee. 

Waste containers should be se- 
lected with a view to their surface 
cleanability, the absence of cracks 
and crevices difficult to clean and 
a strong rugged construction. 

The strategic location of ade- 
quate can washing facilities and 
the utilization of fully mechanized 
can washing equipment are labor- 
saving aids which encourage the 
routine and uniform washing of 
containers and follow as desirable 
hospital design features. 

The careful observance of these 
few elementary sanitary precepts 
will provide real insurance and as- 
surance on the safety of hospital 
waste handling procedures to pa- 
tients and staff alike. . 
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has asked the citizens and industries which it 
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time, top-flight volunteer leadership and profes- Goal: $800,000 Pledged: $1,079,097 
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Mr. Elwood H. Schneider, President of the 1955 Nurses’ Home Campaign’ 
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rankiy tell you ave never seen a Campaign goal of $704,900 was oversubscribed by aimost 
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Standardization——A positive ap- 
proach to a problem, its function 
being to determine and establish 
definite standards of design, ma- 
terials or performance. 

Simplification — A negative ap- 
proach, its function being to 
select from existing standards 
those which are of the greatest 
importance, then concentrate 


purchasing habits 


it pays to standardize... 


simplify your 


by WALDO W. BUSS 


ARE distinct differences 
as to how simplified practices 
and standards are developed. The 
bulk of technical standardization 


Waldo Buss is executive director of the 
152-bed Milwaukee Sanitarium, Wauwa- 
tosa, Wis. He is a member of the American 
Hospital Association's Committee on Pur- 
chasing. Simplification and Standardiza- 
tion in article was adapted from a paper 
presented by Mr. Buss at the AHA’'s 57th 
annual convention, last September in At- 
lantie City, N. J 


work is done by individuals, or 
individual firms, in designing new 
products or perfecting existing 
products. Simplified practice has 
been applied to the products of in- 
dividual firms but maximum bene- 
fits can be secured only when it is 
applied throughout an industry. 
It is the duty of the American 
Hospital Association’s Committee 


Benefits of purchasing through the use of commercial 


standards and simplified practice recommendations 


1. When a buyer refers to a particular standard in placing his order, 
he is legally protected against substitution and inferior quality. 

2. By referring to a particular specification, it is possible for the 
buyer to obtain bids from several vendors of products of identical 


quality. 


3. Buying standard mass produced items results in all around econ- 
omy, both from the standpoint of manufacturing costs and hospital 


inventories. 


4. Simplification obviously reduces the number of items carried in 


stock, 


5. Simplification standardizes techniques and procedures through- 


out the hospital. 


6. Simplification of equipment and supplies is economical in per- 


sonnel training. 


7. The use of standardization and simplification practice recom. 
mendations streamlines purchasing procedures. 
8. Replacement and repairs of equipment and supplies are simpli- 


fied through standardization. 


9. General economy and efficiency are obviously the result when 
standardization and simplified practice rules are used. 


on Purchasing, Simplification and 
Standardization to suggest the need 
for various standards and simpli- 
fications and to work closely with 
the Commodity Standards Divi- 
sion of the U. S. Department of 
Commerce and the National Bu- 
reau of Standards. The choice of 
items considered by the Committee 
is usually based on the product’s 
dollar volume and the extent of its 
use in the hospital. An item is 
sometimes chosen because of the 
ease with which it can be stand- 
ardized. The Committee, of course, 
also works very closely with indus- 
try in making simplified practice 
recommendations. Many examples, 
such as packaging of cotton goods, 
hypodermic needles, and sutures 
can be cited as examples where in- 
dustry has been most cooperative 
with the Committee. The entire 
program, however, seems to break 
down because purchasing agents 
in hospitals often ignore the stand- 
ards and simplified practice recom- 
mendations now in existence. They 
request sizes and gauges which are 
not included in the standards. Nat- 
urally, industry makes every effort 
to please its customers and will 
manufacture these special items. 
This becomes costly for both the 
supplier and the customer and de- 
feats the underlying principles of 
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both standardization and simplifi- 
cation, 

Industry is constantly improving 
the technique of its attack on costs 
of production and distribution 
through a growing reliance on sim- 
plification and standardization as 
two of management's most effec- 
tive weapons. Hospitals have been 
going to industry for help in vari- 
ous areas of operation, such as 
personnel relationships, human re- 
lations, engineering, management, 
and many other phases which could 
be applied to hospital operations. 
Why can we not learn from indus- 
try in the field of standardization 
and simplification? 


The first step in using commer- 
_Cial standards and simplified prac- 
tice recommendations is to have 
them easily accessible. Lists of 
available commercial standards 
and simplified practice recommen- 
dations can be obtained by writing 
the Superintendent of Documents, 
U. S. Government Printing Office, 
Washington 25, D. C. If you have 
questions regarding the lists avail- 
able, you may also write to the 
American Hospital Association for 
this information. 

The next step involves the proc- 
ess of familiarizing ourselves with 
the contents of the standards. This 
does not mean we must read all 
of them at one time, but as the 
need for a particular item arises, 
the commercial standards for this 
particular item can then be studied 
thoroughly. By following this 
method you will familiarize your- 
self with the standards as you 
make purchases. 

The terms ‘‘standards’’ and 
“specifications” are almost synono- 


mous, Complete specifications are 


the basic tools with which we work 
as purchasing agents to convey to 
our suppliers our exact needs. They 
determine the quality of the prod- 
uct we receive and the satisfactory 
end result we experience through 
their use in our operations. They 
also represent savings in time and 
money. It would be surprising to 
note the amount of money wasted 
in correspondence alone resulting 
from poorly written specifications. 
It would seem only logical to use 
specifications that have already 
been prepared for us. 

There are items we purchase 
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daily for which no commercial 
standards or simplified practice 
recommendations exist. Here it is 
up to us to write our own. To do 
this we must first determine the 
end result we wish to accomplish 
with the item under consideration. 
A careful review from the stand- 
point of cost, ease of use, ease of 
replacement and repair, general 
uses throughout the hospital, and 
finally, a review of its effect on the 
general efficiency of use for a 
specific purpose must be made. 
After such a study is completed, 
there will be little difficulty in 
writing clear, concise, and com- 
plete specifications. 

We have discussed mainly the 
use of commercial standards. The 
same process can be applied to 
simplified practice recommenda- 
tions. These recommendations are 
somewhat more compact and easier 
to understand. A simplified prac- 
tice recommendation is the selec- 
tion from existing standards of 
those items which meet the needs 
of a certain function. Production 
is concentrated on these items. If 
you will obtain a listing of the 
simplified practice recommenda- 
tions and use them as the specifica- 
tions on your purchase orders, you 
will have come far in the develop- 
ment of sound purchasing. You 
alone, as a purchasing agent, can- 
not effectively carry out a program 
of standardization and simplifica- 
tion in making your purchases. 
This must be a coéperative venture. 


The difficulty encountered when 
using commercial standards is to 
find sources of supply that will 
meet all the requirements. Consult 
your state, county and municipal 
government purchasing divisions, 
er the Army and Navy Procure- 
ment Division of the government 
for sources of information. They 
buy primarily on specification and 
can be of great assistance to you 
in suggesting names of reputable 
suppliers. 

The use of commercial standards 
and simplified practice recommen- 
dations in purchasing are just the 
beginning. The most difficult task 
is to sell this program to the users 
in your hospitals, namely the de- 
partment heads and the medical 
staff. Any standardization program 
in a hospital must be approached 


with great diplomacy. It is neces- 
sary that we review our personal 
qualifications from this standpoint. 
First, quite naturally, we must sell 
the administrator and encourage 
his thinking to be in accord with 
such activity, and inspire him to 
spearhead or back up such a man- 
agement control system. Unfor- 
tunately, administrators often feel 
they are too busy and fail to see. 
the value of attempting to bring 
about uniformity of quality and re- 
duce the number of items used in 
the care of patients. A well planned 
and organized standardization and 
simplification program in the hos- 
pital with a thorough understand- 
ing on the part of all department 
heads, including the medical staff, 
will result in savings to the patient. 


A program such as this can be 
made realistic only by enthusiastic 
committee participation. The com- 
mittee should be made up of rep- 
resentatives of all major depart- 
ments. It is most important that 
a medical staff representative be 
included, This committee must be 
active and meet regularly. The 
stimulus must come from someone 
vitally interested in equipment and 
supplies. This could well be the 
purchasing agent, or the. person 
designated to perform purchasing 
duties. Committee work is time 
consuming and requires persistence 
in carrying out the aims and goals. 
However, if one or two items, well 
chosen by the group for standard- 
ization and simplification, are car- 
ried out to a successful end, it will 
encourage work on other items. 

A democratic approach such as 
committee participation in selec- 
tion of items we are to use in our 
hospitals has proven successful in 
many instances. The need for such 
a group in hospitals that do not 
presently operate under such a 
plan should be carefully consid- 
ered. The process of research and 
concentration on the items best 
suited for standardization creates 
a functional approach to procure- 
ment, which is highly desirable. It 
does not matter what this com- 
mittee is called. It can be referred 
to as the standardization commit- 
tee, or the management control 
committee, or any other name 
which will properly identify it in 
your particular organization. s 
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“COLONIAL” 


MATTRESS PAD 


NEW LONGER-WEAR ECONOMY 


* no stitching to break * no shrinkage in width 
* double-woven bleached cotton with bound edges 


NEW MODERN COMFORT ?, 


+ no filler to get lumpy * no seams 
* no slipping, hugs mattress smoothly 


NEW EASY CARE 


+ lighter weight, easier to handle and launder 
* faster drying * less storage space 
* fully machine washable at any temperature 


STYLE 1302 
SIZES 17x18 26x34 
38x72 36x76 52x76 


“NAPLITE” 


COTTON BLANKET 


Another increasingly popular item by Bates. 
Ideal as a light blanket or warm sheet. Beau- 
tifully soft napped cotton, with an extremely 
strong weave for hard wear and repeated 


launderings, Whipped edges, natural only. 
STYLE SF-1300 


66 x 84, 90, 99 of 108 + 72 x 90, 99 or 108 
81 x 90, 99 or 108 


© For the name of the Bates distributor 


nearest you, write to BATES FABRICS, INC., 112 WEST 34TH STREET, NEW YORK 1 
BOSTON CHICAGO « ST.LOUIS ATLANTA DALLAS LOS ANGELES 
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Vinyl wall fabric (3A-1) 

Manvtacturer's description: Manufactured 
through a new process, the wall- 
covering is a strong cotton muslin 
material saturated with pure viny]. 
The wall fabric provides excep- 
tional washability and will with- 
stand unusual punishment. Avail- 
able in more than 100 designed and 
plain textures, prices range from 
$4.50 to $6.35 per roll. Flame re- 
sistance (meets U.S. Dept. of Com- 
merce Commercial Standards CS- 
192-—will not support combustion ) 
gives added protection. 
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Ice cream service unit (3A-2) 

descriptions Measuring 
only 27%” deep over-all by 6’ 
long, the creamer unit is designed 


and 


to provide maximum ice cream 
service in long and narrow spaces. 
The rail section holds 6 syrup jars, 
soda and water draft arms, 3 
crushed fruit jars, a spoon holder, 
and ice pan. vive of the 


syrup jars are equipped with reg- 
ular pumps. The sixth has a heavy 
duty chocolate pump. The work 
section contains a dipper well, a 
refuse chute with tilting door and 
removable can, and a 20 gallon ice 
cream storage compartment. Serv- 
ing capacity is 20 gallons with 
an additional 20-gallon reserve. 


Rolling work tower (3A-3) 

Manufacturer's Description: These rolling 
work towers can be assembled in 
any height. Steel stair sections 
are made with gooseneck spring 


> To learn the names and addresses of manufacturers of products and dis- 
tributors of literature described in this review, check the appropriate items 
on this coupon, sign your name and address, clip and mail to the Editorial 
18 E. Division St., Chicago 10, Illinois. 


Department of HOSPITALS, J.A.H.A., 


[}) Please send my name direct te the menvfacturer. 
[) Please send the name of the menvfacturer to me. 


wall fabric (3A-1) 


service unit (3A-2) 
werk tewer (3A-3) 
business mochine (3A-4) 
vacuum cleaner (3A-5) 
retardant paint (3A-6) 
station cabinet (3A-7) 
acoustical tile (3A-8) 
charge slip ferm (3A-9) 
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BAL-2) 
ABAL-4) 
3AL-6) 
BAL-7) 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
~The Editors. 


clamps at both ends which can be 
clamped quickly over cross mem- 
bers of the scaffold frames. A land- 
ing is provided at the lower end 
of each stair 
section. Both 
the landing and 
stair treads are 
perforated with 
holes punched 
up from below 
to give a safe, 
corrugated sur- 
face. Close ad- 
justment of the 
platform height 
can be obtained 
by means of he screw jacks 
in each tower leg. A safety brake 
operating.on both the wheel and 
the swivel caster locks the tower . 
firmly. 


Double-duty business machine 
(3A-4) 

Manufacturer's Description: This machine 
will perform all the basic book- 
keeping tasks plus acting as a nor- 
mal, flexible-keyboard adding ma- 


chine. A front-feed carriage makes 
it possible to prepare several re- 
lated forms simultaneously. Auto- 
matic dating, credit balance, and 
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consider cost, 
comfort —complete 


satisfaction 
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SELECT GJ 
GLOVES 


Faultlese epiderm surgeon's gloves have some- 


thing for all concerned with purchase or use. . . . ¥ 
Faultless for Administration — ‘ 
epiderm gloves save money. Special | } 
compounding means unusual strength, 2 


tear resistance. Gloves exceed U.S. 
Government specifications ZZ-G-42la. 
Stand repeated autoclavings without 
important loss of original tensile 
strength, elongation. 


Faultless for Doctors and Nurses — 
anatomically correct shape, uniform 
gauge throughout glove for freedom 

of hand movement, complete comfort 
even during extensive surgery. 
Tissue thinness for extra sensitive 
fingertip feel. Color size band, 

added protection from roll down. 


Faultless for Those Who Sort 

and Pair — bright color bands about 
¥4” above glove roll make sorting 
quick and accurate. Five vivid colors 
for the different sizes. 


For cost, comfort, complete satisfaction, 
Faultless epiderm surgeon's gloves can’t be beat. 
Made only of the very finest latex, available in 
white or brown, sizes 64, to 10. Ask your surgical 
supply dealer or write: 


THE 


RUBBER COMPANY 


Ashiand, Ohico 


Exclusive Sales Representative 
Homer-Higgs Associates, Inc., 365 Fifth Avenue, New York 16, N. ¥ 
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a fully-visible posting line are 
among other features of the new 
low-cost machine. Standardized 
NCR (No Carbon Required) book- 
keeping has been designed for use 
with the machine. 


Portable vacuum cleaner (3A-5) 
Manvtacturer's Description: A vacuum 
cleaner that 
straps on the 
user’s back 
makes it possi- 
ble to clean 
areas which 
normally would 
be difficult to 
clean. The unit 
weighs only 10 
Ibs., yet is so 
powerful it has 
suction and 
blowing capaci- 
ties usually 
found in larger 
machines, Can be used for wet or 
dry cleaning. Attachments to meet 
every need are available. Price: 
$125. 
Fire retardant paint (3A-6) 
Manufacturer's Description: Application 
of one coat of this paint provides 
fire protection 
that meets Un- 
derwriters’ 
Laboratories 
standards. The 
paint can be ap- 
plied by brush, 
spray, or roller 
to any type of 
surface — wood, 
steel, acoustical 
tile, fibreboard, 
etc. When fire 
strikes the 
painted surface, 
the paint puffs 
into a_ thick, 
cellular mat 
that not only 
resists the flame 
but insulates the 
surface effec- 
tively from the passage of intense 
heat. When the fire is extinguished, 
the black “mat” is easily scraped 
off, 
Nurses’ station cabinet (3A-7) 
Manufacturer's Description: These weld- 
ed, all-steel cabinets are available 
with 8, 12, 16, 24, or 32 molded 
styrene drawers, A label on the 
front of each drawer identifies the 
patient for whom the medications 
in that drawer are intended. Dan- 
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ger of mixing one patient’s drugs 
with another’s eliminated. 
Drawer with contents can be re- 
moved instantly from cabinet and 


brought to the patient’s bedside by 
the nurse. Other uses: operating 
room, supply room, maintenance 
and business office. 

Plasticized acoustical tile (3A-8) 
Manufacturer's Description: The tile is 
encased in a plastic film which, 


without impairing the sound-ab- 
sorbing qualities, permits limitless 


cleaning by washing and requires 
no painting maintenance. The new 
tile is firesafe and has a high 
acoustical efficiency. Sold in 12” x 
12”, 12” x 24”, and 24” x 48” sizes. 


New charge slip form (3A-9) 

Manvtacturer's Description: Slips are run 
in advance on a spirit duplicator 
reproducing patient’s name, at- 
tending doctor, room number, etc., 


‘Som 


then stapled in book form. Nurse 
fills in supplies or services required 
and circles department on which 
request is made on both slip and 
stub. The department enters charge 
and sends slip to business office 
which posts charge. Upon patient’s 
discharge, the book is checked with 
posted charges. If a charge is not 
yet posted, the department circled 
on the stub is called to obtain the 
charge which is posted and added 
to patient’s statement. 


literature 


(SEE COUPON ON PAGE 72) 


Dual-purpose block walls—(3AL-1) 
-—~«The four-page folder describes a 
unique new material that combines 
insulation and ceramic finish in a 
single block useful for insulating 
walls of storage rooms. 


Electronic air cleaner — (3AL-2) — 
Packet contains folder describing 
the air cleaner, a reprint of an 
article on the bacterial filtration 
efficiency of .an electrostatic air 
cleaner, and a reprint of an article 
from a Japanese medical journal 
on air conditioning an operating 
room, 


Maintenance booklets—(3AL-3)— 
Having trouble with your concrete 
floors? This 12-page booklet de- 
scribes the basic concrete floor and 
illustrates some of the more com- 
mon faults. Cleaning, finishing 
and daily maintenance tips for 
concrete floorings are discussed. 
One of a series, this booklet is on 
modern sanitation methods, avail- 
able for the asking. 


Inhalation anesthetic agent—(3AL- 
4)—-Of interest to anesthesists and 
physicians is the descriptive bro- 
chure on a new inhalation anes- 
thetic agent that gives rapid, 
smooth, uneventful induction and 
quick emergence. 


Oiltess air compressor—(3AL-5)— 
Complete catalog of this line of 
oil-less air compressors describes 
the models and the accessories 
available. 


Bedpan rinser — (3AL-6) — This 
four-page booklet discusses the use 
and installation of a new bedpan 
rinser, featuring an automatic de- 
tergent dispenser, hoseless opera- 
tion and easy installation in new 
or old hospitals. 


Plumbing fixtures and fittings— 
(3AL-7)—Catalog illustrates the 
completely revised line and pic- 
tures the hundreds of standard and 
specialty items the company makes 
available to medical institutions. 
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Health inventory taken 


AN INVENTORY OF SOCIAL AND ECO- 
NOMIC RESEARCH IN HEALTH (1955 
Edition). Compiled by Frederick R. 
Strunk. Health Information Foun- 
dation, New York, 1955. 267 pp. 


Four years ago the Health Infor- 
mation Foundation (which itself 
finances a good many research 
projects) began compiling and 
publishing its annual Inventory of 
Social and Economic Research in 
Health. The 1955 edition, recently 
published, shows nearly 400 health 
research projects being conducted 
throughout the United States and 
its territories and Canada. Only the 
projects on which the HIF was 
able to obtain information are 
listed. Undoubtedly there are many 
many more. 

The projects listed by the Foun- 
dation in its 1955 inventory fall 
into three broad areas: (1) Disease 
and its correlates; (2) health eco- 
nomics and problems of adminis- 
tration; and (3) community or- 
ganization and social structure. 

For purposes of listing the proj- 
ects, though, a different system 
was used, which breaks them down 
into seven separate categories: (1) 
Studies related to health levels: 
(2) studies related to mental 
health; (3) studies related to 
sociological factors in the field of 
health; (4) studies related to 
health facilities; (5) studies related 
to health services; (6) studies re- 
lated to personnel in the field of 
health; and (7) studies related to 
economic factors in the field of 


health. 


Each project is described in a 
brief, uniform manner, showing 
the nature of the problem, the 
geographic area covered, data and 
analysis, the research organization, 
cooperating agencies if any, the 
project staff, the financial sponsor, 
the duration of the project, and 
information about reports and pub- 
lications. 

The projects cataloged by the 
HIF relate largely to the need for 
and distribution of medical care, 
rather than to clinical research to 
improve the product. 
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While the Health Information 
Foundation does not attempt to 
evaluate each project it lists, the 
inventory is dramatic evidence that 
a great deal of information on hun- 
dreds of health and related sub- 
jects is being gathered today. So 
much research still needs to be 
done that it is shockingly wasteful 
to duplicate what has already been 
accomplished. To avoid such dupli- 
cation, and to make fullest use of 
facts already obtained, a central 
listing such as this ‘is essential.— 
ARNOLD A. RIVIN, executive editor, 
TRUSTEE. 


For the resident 


A new entry into the field of 
hospital-medical periodicals is 
Resident Physician, a monthly 
journal for the hospital resident. 
In the statement of policy and pur- 
poses, the editor, Perrin H. Long, 
M.D., outlines the magazine's pro- 
gram: “It will discuss and de- 
scribe the various types of resi- 
dency programs ... it will bring 
to the resident authoritative points 
of view on how to be a good house 
officer .. . how to get along with 
colleagues ... how to get along 
with the patient and his relatives 
... how to manage a ward... how 
to get the fullest coOperation from 
the hospital administration.” 

The journal will also present 
various points of view on starting 
in practice, economic aspects of 
the resident’s activities, develop- 
ments in therapy and the human 
side of medicine. 

The first issue, September 1955, 
included several articles of interest 
to hospital administrators—on 
types of residencies, on autopsy 
consent, a roundtable on residency 
program content—as well as a 
guest editorial by Karl A. Meyer, 
M.D., medical superintendent of 
Cook County Institutions, Chicago. 

Publisher is The Resident, Inc., 
34 North Crystal St., East Strouds- 
burg, Pa.; the yearly subscription 
rate is $6. Medical libraries in hos- 
pitals with residency programs 
may well consider adding this 
journal to their subscription lists. 


New insurance manval 


MANUAL ON INSURANCE FOR HOSPITALS. 
American Hospital Association, 
Chicago, 1955. $3.50. 

The new American Hospital As- 
sociation Manual on Insurance for 
Hospitals is a valuable resource 
document for hospital administra- 
tive personnel in the United States 
and Canada. 

The manual contains no super- 
fluous words. Each sentence has 
been carefully constructed to pre- 
sent an important concept. The 
publication demands, and merits, 
careful reading by unhurried and 
thoughtful hospital folks. 

For readers to obtain maximum 
value from this manual, some 
knowledge of basic insurance prin- 
ciples is necessary. Had there been 
space the manual might have been 
more elementary. However, read- 
ers with even a little insurance 
knowledge will not become lost or 
discouraged. They will become 
much better informed and will be 
in a position to act in the best in- 
terest of their hospital. Undoubted- 
ly the manual will make the differ- 
ence between an insurance novice 
and one who knows his “busi- 
ness” in the eyes of the pro- 
fessional insurance representative. 
Such awareness may prevent some 
unnecessary expenditures and con- 
fusion among hospital officials. 

Chapter VI, “Principles of In- 
surance Buying,” deserves special 
attention. If all of us with hospital 
administrative responsibility can 
understand and follow the single 
most important principle discussed 
in this section, “Buy insurance 
against the potential sources of 
loss which the hospital cannot af- 
ford to carry itself,” the money 
expended for publication will have 
been more than repaid. 

This manual could have been 
exceedingly dull. It is not. Your 
interest, stimulated by its well de- 
signed, bright red binding is main- 
tained by excellent typography, 
handsome title pages and good 
prose.—-H, Ropert CATHCART, ad- 
ministrator, Pennsylvania Hospi- 
tal, Philadelphia. 
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realistically facing the dietitian shortage 


(Continued from page 53) 
skilled personnel, The following 
factors have been recognized in 
our program: 

® Jobs are scaled to the levels 
of skills that can be developed in 
available personnel, 

@®A training program is pro- 
vided to properly develop em- 
ployee skills. Retraining programs 
are scheduled periodically. 

® Adequate super- 
vision is provided 
during the training 
program and in day- 
to-day operations. 

® There is constant 
study of the work 
situation in all di- 
etary units, When im- 
provements are dis- 
covered that will help 
the employee  per- 
form his job more 
efficiently, these im- 
provements are made 
without delay, even 
to the extent of com- 
pletely retraining the 
group. 

® Adequate equipment and tools 
are provided and maintained so 
that there are no slowdowns or 
employee dissatisfaction stemming 
from the use of inadequate or 
broken-down equipment while 
meeting production requirements. 

® The employee is made to feel 
that he is an essential person in 
the dietary operation. He is given 
the opportunity to participate in 
planning. He is made to feel that 
his suggestions will be acknow!l- 
edged, studied and incorporated 
into the job routine if they are 
practical. Other employees are told 
of his contribution. 

To accomplish these factors, a 
group for planning dietetic pro- 
cedures operates within our die- 
tary service. Its members are made 
up of nonprofessional supervisory 
personnel and the professional 
dietary staff members from the 
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departmental unit or units in- 
volved in accomplishing the task. 
The essential ingredients in the 
makeup of the personnel in this 
group are: 

1, Flexibility in facing the need 
for change. 

2. Job know-how. 

3. Ability to evaluate perform- 
ance. 

4. Ability to 


transmit ideas 


CHARGE EMPLOYEE, a nonprofessional food service employee, directs the tray 
assembly and controls employee job performance on the ward service kitchens. 


within and without the planning 
group. 

5. Forcefulness in going through 
and taking others through to the 
accomplishment of a goal. 

6. Literacy. 

7. Receptiveness to new ideas. 

8. Mental curiosity. 

The planning group is made up 
of representatives from all four 
units of the dietary operation: ad- 
ministration, teaching, food pro- 
duction and food service, One may 
say that a busy hospital food serv- 
ice has no time to break away from 
day-to-day operation for these 
time-consuming conferences. 

We feel if improvement is to be 
accomplished, planning must take 
place. We also believe the dietary 
service will be able to accomplish 
the task faster and more effectively 
if all of those who will participate 
in seeing the project through have 


a voice in setting up these plans. 
The experienced supervisory 
personnel in this group can con- 
tribute excellent suggestions that 
will, in all probability, enable the 
department to avoid slip ups or 
delays in achieving goals. More-. 
over, in a food service where pay 
is invariably not commensurate 
with job requirements, this recog- 
nition of skill and experience 
makes for good em- 
ployee morale. 

The planning group, 
after devising meth- 
ods of achieving the 
goal, turns over the 
plan, now labeled a 
dietary project, to the 
administrative dieti- 
tian and nonprofes- 
sional supervisors in 
the unit which is to 
set the program into 
practice. These unit 
supervisors and the 
employee training di- 
etitian set up trial 
schedules, time and 
duty assignments, job 
description sheets, etc. The project 
is then given a trial run by super- 
visory personnel. After the new 
program is re-evaluated, correc- 
tions are made and it is set into 
final form. The employee training 
dietitian then takes over the proj- 
ect for presentation at training 
sessions. 

Our program for training em- 
ployees is not just geared to im- 
prove departmental efficiency or 
economy; more frequently than 
not it is directed to shift work de- 
tail from the professionally quali- 
fied dietitian to a nonprofessional 
skilled or semi-skilled group of 
dietetic employees. This training 
plan is used provided the work can 
be simplified to the abilities of non- 
professional personnel and time 
exists in employees’ jobs to take 
the task on. 

Philosophically, the dietetic serv- 


HOSPITALS, J.A.H.A. 


| 
' 
é 
| 


ice operates on the principle that 
responsibility for employee train- 
ing should be centered in a single 
individual if training is to be suc- 
cessful. We feel that it is extremely 
important that the training person 
be a professionally qualified dieti- 
tian because she is usually working 
with employees whose intellectual 
limitations must be considered. 

We also have found that em- 
ployee training is a full-time job. 
The employee training dietitian, 
therefore, has as her sole function 
the teaching of dietary employees. 
All training of nonprofessional em- 
ployees is accomplished under her 
direction with assistance in lec- 
tures, demonstrations and on-the- 
job training from the nonprofes- 
sional group of supervisors. 

To those who may ask where 
one finds a training dietitian, I 
reply a department generally must 
create its own. The answer to how 
one releases a dietitian from her 
present job to take over full-time 
employee training is not really a 
very complex one. It amounts to 
tossing out the fallacy that “only 
the dietitian can do the job.”’ Other 
nonprofessional personnel can be 
trained to relieve the professionally 
qualified dietitian of much of her 
routine duties if someone is there 
to train the employees. It is safe, 
therefore, to assume that it is bet- 
ter to have a well-trained group of 
nonprofessional employees who can 
effectively take over some of the 
details, which too frequently add 
up to time consuming work in the 
dietitian’s job, than it is to leave 
the professionally qualified dieti- 
tian with more work than she can 
get done. Generally, the dietitian’s 
answer to this latter situation is 
resignation as rapidly as possible. 

Our service has never regretted 
its decision to create the position 
of employee training dietitian. In 
view of services rendered, it has 
been one of the most effective steps 
that we have ever taken. 

Knowing that our group of 
professionally qualified dietitians 
would fluctuate constantly and our 
larger group of nonprofessional 
personnel would remain relatively 
stable, we have set up a continuing 
program to develop supervisory 
skills and job know-how in our 
nonprofessional food service em- 
ployees. As a result, we have been 
able to function smoothly with or 
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without dietitians in areas of food 
production and service. We also 
have been able to gain enough 
efficiency to keep up with hospital 
expansion and increased patient 
load without personnel increases. 
Food service units. In our ward food 
service (decentralized) we have 
developed what we title a “charge 
employee.” This employee controls 
job performance of other em- 
ployees and directs work flow at 
the floor kitchen level. This work- 
ing leader participates in the fol- 
lowing activities at the floor kitch- 


en: pre-service set-up, preparation 
of short-order and cold food items, 
assembly of trays, cleanup and 
dishwashing. 

This important first-line super- 
visor distributes the selective menu 
to and collects it from the patient 
and\ converts individual patient 
orders into bulk orders, posting the 
latter in the production unit. 

We feel that the development of 
this group of employees is one of 
our better achievements since it 
indicates how much responsibility 
employees can successfully assume, 
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EMPLOYEES’ 
CAFETERIA 
NEW UNITE 
HOPEMONT 
SANITARIUM 
HOPEMONT, 
WEST VIRGINIA 


Van equips third kitchen 


at Hopemont Sanitarium 


*% Van has earned an enviable record of satisfaction with its food 


service equipment. Reorders from institutions 10, 20, 30... even 50 
years after its first installation underline that satisfaction. Hopemont 


Sanitarium is no exception. 


*% Above is illustrated the Van-equipped employees’ cafeteria in 
the new Unit B completed late in 1954. All Hopemont Sanitarium 
buildings have Van kitchen equipment. It is capable of serving 
three meals a day to 600 patients and employees. 


% When you require food service equipment improvements, get 
the benefit of Van's century of experience. 


John Van Range 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 
Branches in Principal Cities 


224-244 EGGLESTON AVENUE 


CINCINNATI 2, OHIO 
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provided the job is simplified to 
their capabilities and they are 
properly trained. Needless to say, 
morale is high in this group and 
we are proud of them. 

In this section of our dietetic 
service we have also centered a 
great amount of responsibility in 
our food service supervisors. Each 
of these employees is assigned to 
work opposite a ward dietitian in 
a section of the hospital. The food 
service supervisor directs person- 
nel in the area to which he is as- 
signed. He/she is the trouble shoot- 
er for the dietitian as well as for 
the employees in the floor kitchens. 
The supervisor counsels ‘charge 
employees” and checks to see that 
the food service and cleaning 
schedules are being carried out. 

This nonprofessional food serv- 
ice employee also directs on-the- 
job training for new ward food 
service employees and assists the 
employee training dietitian in con- 
ducting new and refresher courses 
in ward food service procedures. 
The head food service supervisor 
prepares schedules for ward food 
service personnel, Each food serv- 
ice supervisor is a member of the 
planning group when ward food 
service operation is studied for 
efficiency. 

The food service supervisor's 
success in his job has made our 


task of operating with few dieti- 
tians much easier. 

Feod production units. In the food 
production area the chief cook and 
assistant chief cook furnish the 
nonsupervisory professional skills 
required to take us through crises 
which might result from lack of 
professional! staff. These employees 
direct the production activities, in- 
cluding the meat shop, bake shop, 
cold order unit, etc. They are sup- 
ported by head cooks and other 
supervisory personnel, They direct 
standardization of new recipes, 
make weekly and daily order 
sheets to production and storage 
areas such as the subsistence ware- 
house, meat shop, bakery, vege- 
table preparation room, etc. 

The chief cook holds a daily con- 
ference with production unit heads 
to discuss and distribute recipes, 
to review quantities to be prepared, 
and to discuss times for and the 
order of preparation and timing. 
He prepares monthly food produc- 
tion work schedules. 

The chief cook interviews all 
applicants for nonprofessional food 
production positions, with the ex- 
ception of clerical jobs. He and the 
assistant chief cook help the em- 
ployee training dietitian in lec- 
tures, demonstrations and on-the- 
job training in their related 
specialties. 


Cafeteria service. Our cafeterias 
are operated efficiently by a non- 
professional cafeteria supervisor 
who directs head waiters, cafeteria 
workers and dishwashers in carry- 
ing out our procedures for cafe- 
teria service, sanitation and dish- 
washing. This employee assists the 
employee training dietitian by con- 
ducting discussions and demonstra- 
tions allied to his special field and 
by supervising on-the-job training 
of cafeteria and dishwashing per- 
sonnel. He also prepares monthly 
work schedules for personnel as- 
signed to his unit. 

Not to leave the impression that 
we operate our dietetic service en- 
tirely with nonprofessional per- 
sonnel, we hasten to point out that 
we have developed administrative 
skills and abilities in our profes- 
sional staff to deal with situations 
and people. 

Each of our dietitians is solely 
responsible for a unit of operation 
and all the activities contained 
therein. She is expected to see that 
all standards and departmental 
procedures are maintained. We 
have left her free to direct her 
efforts to planning, supervising, 
counseling and coordinating em- 
ployee activities in her unit and to 
give attention to patients rather 
than expend energy in a futile 
attempt to do a good job alone. ® 


Master Menus for March 1-15 


HE MASTER MENU is planned to provide good food 

for every hospital patient. Time and effort have 
been expended to provide menus that are nutrition- 
ally adequate, that have therapeutic and psychological 
value for the patient and promote good public rela- 
tions for the hospital. Consideration has been given 
to the variety of menu items, preparation method, 
flavor, color and texture. Fish alternates have been 
added to the dinner meat selections on Wednesday 
to meet Lenten requirements. 

The general diet forms the basis for the seven 
most frequently used modified hospital diets included 
in the menu. Items 1, 3, 4 and 6 on the breakfast 
menu, 7, 8, 9, 11, 13, 15, 16 and 17 on the dinner 
selections and 22, 23, 24, 28, 29, 30, 31 and 36 luncheon 
or supper menu are for the general or normal diet. 
This general diet has been planned to reduce to a 
minimum the modification necessary to meet all the 
patients’ therapeutic food needs. 

The Master Menu also provides a complete menu 
for the following modified hospital diets: soft, full 


liquid, high protein, high calorie, low calorie, low 
fat and measured or weighed. For example, on the 
breakfast menu the soft diets would receive items 
2, 3, and 4; the full liquids, item 2; high protein, 1, 
3 and 4; high calorie, 1, 3, 4 and 5; low calorie, 1, 3 
and 4; low fat, 2, 3 and 4; and measured or weighed, 
1, 3, 4 and 5. 

Master Menu kits containing the revised wall cards, 
sample transfer slips and the Master Menu Diet Man- 
ual are available to users of the menus. The kits are 


Summary of Dinner Meats 


Dinner Meat Dates on menu Total 
Beef March 6-10-13 3 
Veal March 8-12 2 
Lamb March 1-11 2 
Pork March 3-7-14 — 
Poultry March 4-15 2 
Fish March 2-9 2 
Variety Meats March 5 l 

15 
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priced at $2 and may be secured by writing the edi- 


creckers 
torial department of WOSPITALS JOURNAL OF THE 3 
AMERICAN HOSPITAL ASSOCIATION. Single copies of the | 10. Roast chicken 
2. Orange juice potetoes 
manual are $1.50. 3. es of eatmeo! 
4. Soft cooked 
1. Ovenge slices in juice |. Stewed prunes Fruit seled dressing (1239) 
2. Orange juice 2. Grapefruit juice 7. Meedle soup 17. Lemen ice , 
3. Shredded wheat or forine 3. Brown grenuler wheet 8. Seltines 18. Lemon ice 
4. Scrambled egg cereal or corn flekes 9 Reest fresh hom— 19. Lemon ice 
5. Grilled Canadian bocon 4. Poached (omit on elnaemen © 20. Sliced orange 
ppleseuce 
6. ot bisc (%64) iet) Broised beef 2|. Temato juice 
||. Brown peprike potetoes 
7. Berley broth 6. Het cross buns 12. New pototoes 22. Cream of mushroom soup (144) 
8. nes Seven-minute cobbege 23 
9. Reest shoulder of spring lamb Essence of soup \4 Sliced corrots 24. Melded 
10. R tt whee ndive end julienne beet sailed cheese 
~ 9. Beked breeded Fresh horse-radish dressing relish sandwiches (1220) 
12. Potato balls iets s ($240) Creamed minced beet on 
13. Diced stre squesh illets \7. Dete squeres (1286) toast-—peas 
14. Diced straightneck squash potetecs 18. Apple tapioca Cold roast beet--peas 
15. Grapefruit and endive soled 12. Riced potatoes 19. Raspberry gelatin Boked yoms (omit on 
16. Peppyseed sw 4 may te “gy beens 20. Unsweetened canned fruit Soft Diet) 
15. Celery ond rece rediches 2. Grapefruit julce Corrot sticks 
oo 
26 |7. Lettice-top rhuberb ple 22 Tomete end rice soup Fruit jello—whipped cream 
boysenberries ; — chocolate pudding 23. crockers Fruit jello . 
ape sponge Cree dried beet Boked ford (1332) 
22. Puree of split soup (146) 21. Blended citrus juice 25. Macaroni and cheese (1! 06) Orange juice 
Cold soled ~ . Whipped potatoes ‘omit on 
27. Baked noodles 25 4. Peeched 
28. Beets 26 Low fat tuna with lemon - gree (968) 
o—tes with lemon 34. Unsweetened canned plums 7. Chicken rice soup 
led 29. Tomete seted 35. Mixed fruit juice toast 
33. Cherry gelotin with Checelete (1285) 
custard sauce 32. Canned bing cherries March 4 
34. Grapefruit half 33. Molded chocolate pudding |, Grepetrult > 
Apple juice 34 canned bing 2. Prune juice with lemon 12. New pototoes 
Bread c ries 
| 3. Rolled wheet or crisp rice 13. Seed new beets 
cereal 14. Shiced new beets 
t Arabic numerals indicate page on which recipe may be 4. Serembied Shredded cobbege end 
found in “Large Quantity Recipes,” by Margaret FE. Terrell, 5. Crisp bacon reisin sealed 
Philadelphia, J. B. Lippincott. $7. 6 toest Soeur creem dressing 


Why Hospitals Prefer To Buy 


One dependable source for more than 300 
dietary food items all under one label 
from one source of supply. 


@ For Low Calorie and Diabetic Diets @ For 
Allergy Diets @ For Sodium Restricted Diets 


lf no Cellu Representative is now calling on you, 
you may order direct. 


(CELL[)’ Write for 
flavorful Latest 
DIET FOODS Prices 


CHICAGO DIETETIC SUPPLY HOUSE, INC. 


CHICAGO 172, ILLINOIS 


Dept. 10A 
Pioneering in Dietary Foods Since 1921 
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CELLU FOODS 


VITRIFIED 
CHINA 


... hospitality service 


This homelike pattern, in attractive shades of 


green or pink, adds a cheerful note to staf 
meals as well as patients’ tray service. Many _ 
other beautiful Walker patterns from which _ 
to choose. Send for color folders and name 


of nearest tees dealer. 


THE WALKER CHINA CO. * BEDFORD, OHIO 


Sa 
POPLAR 


17. Chilled peer with custerd 
souce 
18. Chilled pear with custard 
19. Mocha 
sponge 
20. Fresh apple 
Grapefruit juice 


22. Cream of corn soup (44!) 

23. Crisp creckers 

24. becon— 
oes ou gretin 

25, Crisp bocon 

26. Broiled lamb 

21, Potatoes au grat 

28. Green beons 

29. Weldert sated 


31, Grange cote with 
ore 
32. Prune whip (#360) 


$3, Strawberry gelatin 
34, Uneweetened canned peaches 


35. Pineapple juice 
36 


> 


lended citrus 
. Blended citrus juice 


Toast 


French onion soup 

Crisp creckers 

Pan broiled cubed steok 

Broiled steak 

Boked potato 

Baked potato 

Fried eggplent or spinech 
Chopped spinach 


Vin dressing 
Devil's food pudding (437%) 


Lime ice 
Orange and strawberry cup 
. Grape juice 


Vegetable soup 

Seltines 

24. Creamed chicken on rusk 
25. Creamed chicken 

26. Hot sliced chicken 

7. New pototoes 


rrots 
29. Redishes end raw corrot sticks 


3|. Melf grapefruit with 
garnish 

32. Grapefruit sections 

33. Vanilla blanc mange 

34. Unsweetened canned 
boysenberries 

35. Cherry juice 

16 Cleverteet rolls 

March 7 

Orange 

Orange juice 

flakes or ferine 


ram 
Grilled link 
Toost 


Broiled whitefish 
Mashed potetoes 
Riced potatoes 


Apricot sealed dressing (1237) 
Lemon meringue pie (13/9) 
Lemon meringue pudding 
Whipped cherry gelatin 
Unsweetened canned apricots 
Blended citrus juice 


Shrimp creole with rice 
Boked rice with cheese 
Low fot tuna 


Green 
Rew seled bow! 


Raspberry sherbet 
Raspberry sherbet 
Fresh pineapple 
Grape juice 
Bread 


March & 
|. Fresh pineapple 


t Arabic numerals 
found “Large 
Philadelphia, J. B. Lippincott. $7. 
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indicate page on 
uantity Recipes,” by 
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Crisp 

Boked breaded veal cutiet 
Boked veal chop 

Boked noodles 


Noodles 
rtered carrots 
rtered carrots 
Mined green salad 
Herb 
Orange floeting isiend 
Orange floating island 
Orange ice 
Diced ora cup 
Grapefruit juice 


Creem of celery soup (439) 
Soltines 
Scrombied eggs with link 


Chicken 


Chicken livers 

Baked potato 

Green beans 

Sliced tometo sealed 

French dressing 

Royal Anne cherries 

Royal Anne cherries 

Floating island ($339) 

Unsweetened canned Royal 
Anne cherries 

Apricot nectar 

Breod 


Stewed prunes 

Orange juice 

Corn soye or hominy 

Soft cooked egg 

Crisp bacon 

Whole wheet muffins (470) 
Essence of celery soup 
Melba toost 

Broiled halibut 

Broiled halibut 

Sevory stuffed boked poteto 
Baked potato 

Fresh spinech 

Fresh spinach 

Head lettuce soled 
Thousend Isiand d 
Strewberry shortcake (4°55!) 
Creamy rice pudding 
Strawberry gelatin 

Half of pink grapefruit 
Blended citrus juice 


Cream of tometo soup 
Croutons 

Flutty omelet——osporagus 
Fluffy omelet—-asparagus 
Fluffy omelet-——osporagus 
Parsley potato balls 


Terre 

Boke 
butter cookles ($284) 

Orange slices 

Chocolate rennet -custard 

Orange slices 

Pineapple juice 


Orange juice 
Brown wheat 


Scrambled 
Grilled C an bacon 
Toest 


Borley 

Seltines 

Broised beet chuck 
Braised beef chuck 
Frenconie potetoes 
Parsley potatoes 

Herverd beets 99) 
Latticed beets 

Cucumber and romaine sailed 
Creole dress ($238) 
Boeked custerd with 
chocolete chips 

Baked custard 

Pineapple whip 
Unsweetened canned peor 
Lemonade 


Beef noodle soup 

Cc crockers 

Turkey @ le king on rice 
Creamed turkey 

Cold sliced turkey 


which recipe may be 
aret E. Terrell, 


n dressin 
cherry 


a4 Boiled rice 
29 Grepetrait ond red epple soled 


Oetmeel cookies (4295) 
32. Pear in cherry gelatin 
33. Boked custord 
34. Unsweetened conned peaches 
35. Fruitaode 
Breed 


March 11 
2. Blended citrus juice 
3. Wheet flekes or 
4. Sett cooked eg¢ 
5. Crisp bocon 
6. Coffee coke (474) 
7. Beef broth 
8 Teest sticks 
9. Reast leg of lomb—mint jelly 
10. Roast lomb 
||. Mew potetoes 
12. New pototoes 
13. French style green beons 
14. French style green beans 
15. Retish e—sweet gherkins, 
P , olives 


17. Butter ice cream 

peaches with 
raspberry ice 

19. Raspberry ice 

20. Unsweetened canned fruit 
compote 

2!. Grapefruit juice 


22. Vegeteble soup (434) 

23. Seltines 

24. Benene breed cream cheese 
sandwiches (4! 76) 

25. Cottage cheese and peor 
solod-—asporagus 

26. Cottage cheese—osporagus 

Baked potato 


29. Orange, fresh pineapple ond 
strawberry soled 

30. Fruit sated dressing 

Checolete angel food (4276) 

32. Chocolate angel food 

33. Vanilla blanc mange 

34. Unsweetened canned plums 

Tomoto juice 


March 12 
Gropetruit 
Grapefruit juice 
; Rolled wheet or crisp rice 
cereal 
Poached egg 


Crisp bocon 
Toest 


Consomme 

Crisp crockers 

Roast leg of veel (1/5!) 

Roast leg of veal 

Mashed potetoes 

Riced potatoes 

Broccoli 

Acorn squash 

Apricot and stuffed dete salad 

Cream moyonnaise 

Lemon cream rice pudding 
(342) 

Lemon cream rice pudding 

Lime gelatin 

Orange slices 

. Apricot and lemon nectar 


Creom of tomete soup (449) 
toost 


wr— 


NN NNN 
awh 


Chopped beef patties 
6. Chopped beef patties 
27. Paprika quortered potatoes 
28. Whele cerrots 
29. Crisp greens ond redish soled 
310 Peppy-seed sweet dressing 
3). Cenned peers 
32. Canned pears 
33. Floating isiond 
34. Unsweetened canned peors 
36. Apple juice 

Breod 


|. Orenge 
. Corn Hekes or brown 


juice 


3 
4. 
5 Chicken livers 
6. Teest 

7A bet soup 
8. 
O. Sliced boiled beef 
|. Petete cubes (‘in stew) 
2. Mashed pototoes 
: Whole corn 
5 


Green peas 
Tomete ond cress teled 


March 14 


— 


Am 


— 


NMNN! 


_ Veal and noodle casserole 
Baked noodles ‘omit on 


. Royal Anne cherries 
_ Peppermint stick ice cream 


oD OP~ AVAWN— 


awn | 


Biue 
Banana cream pudding 
Cherry sponge 


Fresh pineapple 


ornbread 
shortcake (4/46) 
Cold roast 


Soft Diet) 


Unsweetened canned bing 
cherries 
Pineapple juice 


ice 
opetfrui?t juli 
ereal or catmeal 


Broiled lamb pottie 
Scalloped potatoes 
Parsley lattice potatoes 
Mashed squash 

Mashed squash 
Waldorf sealed (t2!5) 


Grohem crocker 
pudding (437!) 
Lemon snow pudding 
with custard sauce 


_ Lemon snow pudding 


Unsweetened conned Royal 
Anne cherries 
Lemon 


Oid-fashioned poteto soup 
Saltines 

Tamale pie 
Omelet——baked potato 


Omelet—baked potato 


Beets 

Rew spinach, lettuce and 
radish salod 

Vinegar-oil dres 

Apricot cobbler ($353) 

Canned peeled apricots 

Raspberry rennet -custard 

Fresh pineapple 

Orange juice 

Br 


ruit 
Apricot nectar with lemon 
Bron flekes or f 
Poached egg 
Crisp bacon 
Honey nut muffins ($65) 


Julienne vegetable soup 


Saltines 
Boked chicken loof—spiced 
apricot (4/58) 
Hot sliced chicken 
Persley cree new 
pototoes 
New potatoes 
beans 


Green beans 
Paprike celery curls 


Grape juice jelly with 

cream (2363) 

Grape juice jelly with 
whipped cream 


Creom of esperagus soup (135) 
tons 


Minced lamb-—peas 

Cold roast lamb-—peos-— 
tomato salad 

Fluffy potatoes 


Peaches end ice cream 


Rice with sliced peoches 
Soft custord 

Diced orange cup 
Cherry juice 


Perker 
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Grapefruit juice 16 
Ocetmeal or corn tokes 
Poeched egg 18 
Crisp bocon 9 
Toost 
Gropetfruit juice 
Beet bouillon 
22. Chicken okre soup 
23. Crisp crockers 
24 
25 
27 
28. Green beons 
29. Bresh fruit seled 
10. French dressing 
stick ice creom 
Z 32 
Z $3 
44 
Ld 
23 
24 316 
26 
Hom or wheet end $ 
29 Soft cooked 
30 Grilled sousoges > 
Crisp bacon Toost 
+: 
33 Consomme 
44 Whole wheet wafers 
Broiled hom slice or baked 
5 Red Snapper—creole souce 
$6 
March 9 
Lettuce and tomato salod 
| 
24 
40 
é 
29 
+3 
26 14 
Z af 
sf 
29 cabbege, corrot March 15 
10 
4] 
Consomme 
Seltines 14 
Beked hem loot or whitefish x 
($148) 16 
March 10 9 
Sliced benoena | 
| Chopped beet ond 
sporagus tips rooms on toast 
Peach, ond cherry or putted rice 
Poteto soup 
Grape sponge 
Crisp crockers Unsweetened commea appiesouce 
Tomato juice 
Merch 13 
Cold sliced tongue—poteto 
soled—sliced tometoes 
‘4 
33 
House rolls 


News 


@® HERBERT ABRAMSON, assistant di- 
rector of Mount Zion Hospital, San 
Francisco, has been appointed to 
a newly-created post of assistant 
director of Long Island Jewish 
Hospital, New Hyde Park, N. Y. 
Mr. Abramson is a graduate of the 
Northwestern University course in 
hospital administration. 


@ CaRL R. BAUM, assistant direc- 
tor of Children’s Hospital of Buf- 
falo (N. Y.), has been appointed 
to the newly-created position of 
controller at Children’s Hospital 
of Philadelphia. . 


@® Kyser Cox, administrator of the 
Bullock County Hospital, Union 
Springs, Ala., has been appointed 
administrative assistant for the 
credit and collections department 
of University Hospital and Hillman 
Clinic, University of Alabama 
Medical Center, Birmingham. 


@ DONALD L. ForpD, administrative 
assistant, has been named assistant 
director of Children’s Hospital of 
Philadelphia. Mr. Ford succeeds 
DWAYNE L. HALL who has been 
appointed administrator of Ryburn 
Memorial Hospital, Ottowa, III. 


@ JAMES FORISTEL, associate gen- 
eral counsel of the Department of 
Health, Education, and Welfare, has 
been named legal adviser to the 
Washington office of the American 
Medical Association. Mr. Foristel 
also served with the American 
Medical Association's Washington 
office from 1949-1953. 


@ EDWARD W. GILGAN, assistant di- 
rector of Hurley Hospital, Flint, 
Mich., has been appointed director 
of the hospital. 


@ CHARLES F.. GRATZ, associate hos- 
pital consultant during the plan- 
ning stage of the Aliquippa (Pa.) 
Hospital, has been appointed as- 
sistant administrator of the. hos- 
pital. Mr. Gratz is a graduate of 
the University of Pittsburgh course 
in hospital administration. 


@ BERTRAM G. HANSON, assistant 
administrator of the Children’s 
Memorial Hospital, Chicago, has 
been appointed administrator of 
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Memorial Hospital for McHenry 
County, Woodstock, Ill. Mr. Hanson 
is a graduate of the University of 
Chicago course in hospital admin- 
istration. 


@® RICHARD HIGHSMITH, executive 
vice president of Children’s Hos- 


pital of the East Bay, Oakland, 
Calif., has been named administra- 
tor of the Samuel Merritt Hospital, 
Oakland. Mr. Highsmith is a grad- 
uate of the University of Chicago 
course in hospital administration. 

He succeeds ELLARD L. SLACK 
who retired after 27 years as ad- 


Specialized Knowledge 
Of Hosectal Problems... 


is at your service when we undertake a fund-raising 
campaign for you. It has been gained during more 
than 30 years of successfully conducting hospital 


campaigns. 


When you contemplate a fund-raising campaign for 


your hospital — consult us, 


satisfaction. 


Many have to their 


A considerable portion of our business is in repeat 
campaigns for satisfied clients. 


Consultation — without obligation or expense to 


you. 


CHARLES A. HANEY & ASSOCIATES 


259 WALNUT STREET 


NEWTONVILLE 60, MASSACHUSETTS 
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ministrator of Merritt Hospital. 


Envwarp G. Hertrecper Jr., has 
been appointed administrative as- 
sistant and night administrator at 
University Hospital and Hillman 
Clinic, University of Alabama 
Medical Center, Birmingham. He 
is a graduate of the University of 
Toronto course in hospital admin- 
istration. 


@J. has been 
named assistant director of the 
Tampa (Fla.) Municipal Hospital. 
Mr. McNab is a graduate of the 
Duke University course in hospi- 
tal administration. 


LzoM.Lyons, 
director of St. 
Luke’s Hospital, 
Chicago, will 
retire effective 
March 31. He 
has been direc- 
tor of the hos- 
pital the past 14 
years. 

JOSEPH P. 
GREER, assistant 
director, will 
succeed Mr. Lyons April 1. Mr. 
Greer is a graduate of the Univers- 
ity of Chicago course in hospital 
administration. 


MR. LYONS 


When you buy R/M Revo.ire 
Covers, you buy superior lasting 
quality. You also get covers that 
work at higher temperatures, put a 
smoother finish on flatwork. The 
difference is so great that by year’s 
end you're financially way ahead of 
the game—even though the covers 
cost more to start with. Hundreds 


LAUNDRY MANAGERS! Save up to 43% a year with 


of laundry managers have found 
that they can save as much as 43°, 
a year this way. R/M Revo.ire 
Covers are installed and main- 
tained by a factory-trained special- 
ist—and are backed by our written 
guarantee. Write or call today for 
complete details on the savings you 
can make with R/M Revo .ire. 


RAYBESTOS- MANHATTAN, INC. 


REVOLITE DIVISION, 500 Fitth Ave., New York 36, WY. 


Brake Linings « 
Rubber 


Covered Equipment « 
Products 


Phone: BRyant 9-4390 


RAYBESTOS-MANHATTAN, INC., Asbestos Textiles 
Brake Blocks « Clutch 
industrial Rubber Engineered Plastic. and Sintered Metal 

« Abrasive and Diamond Wheels «+ Bowling Balls 


Pads and Covers 
Fan Belts « Radiator Hose 


@ Joun E. MILLIZEN, administrator 
of the University of Illinois Re- 
search and Educational Hospitals, 
Chicago, retired January 13 after 
serving the University for 33 years. 
Mr. Millizen began with the Uni- 
versity as senior assistant purchas- 
ing agent at Urbana and came to 
the Chicago campus in 1931 to 
head the business office. He has 
been administrator since 1945. 


JAMES D. Murpny, M.D., chief 
of surgical service at the Veterans 
Administration Hospital in Oteen, 
N. C., has been appointed manager 
of the VA Hospital, Baltimore, Md. 

He succeeds THEODORE R. Day- 
TON, M.D., who retired. 


@ MARTIN SAREN, assistant direc- 
tor of Grassland’s Hospital, Val- 
halla, N. Y., has been appointed to 
a newly-created post of assistant 
director of Long Island Jewish 
Hospital, New Hyde Park, N. Y. 
Mr. Saren is a graduate of the 
University of Minnesota course in 
hospital administration. 


@ Rosert SIGMOND has been ap- 
pointed executive director of the 
newly reorganized Hospital Coun- 
cil of Western Pennsylvania with . 
headquarters in Pittsburgh. 

Mr. Sigmond was formerly as- 
sistant to the executive vice presi- 
dent of The Albert Einstein Medi- 
cal Center, Philadelphia. 


@® Sister M. LAETITIA has been 
named administrator of St. Jo- 
seph’s Hospital, Arcadia, Wis. 


@® Eric P. Stone, M.D., director 
of professional services at the 
Veterans Administration Hospital, 
Boston, has been appointed man- 
ager of the VA Hospital, Man- 
chester, N. H. He succeeds ENpRE 
K. BRUNNER, M.D. 


@ RicHARD G. WARNER has been 
appointed assistant managing di- 
rector of the New Britain (Conn.) 
General Hospital. Mr. Warner is 
a graduate of the State University 
of lowa course in hospital admin- 
istration. 


@ Mrs. GENEVA L. WAYLAND, as- 
sistant director of the Massachu- 
setts Eye and Ear Infirmary, Bos- 
ton, has been appointed director 
of the Gifford Memorial Hospital, 
Randolph, Vt. 


@ I. MARSHALL WHISNANT JR., has 
been appointed assistant director 
of Holston Valley Community Hos- 
pital, Kingsport, Tenn. 
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YOU CAN TELL © 
THE DIFFERENCE 


BY THE FEEL.. 


ANCHOR 
SURGEON'S BRUSH 


Tough . .. Guaranteed to withstand more than 400 
autoclavings 


Gentle ...Tufts are soft but firm...specially tapered 
for better scrub-up efficacy with more comfort 


Anchor Brushes weigh only 14% oz... . grooved: 
handles for firmer gripping . . . crimped bristles for 
better soap retention . . . designed for efficient use in 
Anchor's modern brush dispensers. 


Anchor Brushes save money for you because of their 
unusual durability and outstanding performance. 
They are the most economical on the market today. 


Order by the dozen or gross from your hospital sup- 
ply firm... today! 


Other outstanding Anchor Products... 
the new All-Nylon Emesis Basins 
All-Nylon Drinking Tumblers 
Stainless Steel Surgeon's 
Brush Dispensers 


Sold Only Through Selected Hospital Supply Firms 


ANCHOR BRUSH COMPANY 


AURORA, ILLINOIS 


Write for Complete Information te Soles Agent 
THE BARNS COMPAN 


1414-4 Merchandise Mart « Chicago 54. 
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OFFER MAXIMUM 
SPACE SAVING 


SAVES TIME! 
SAVES SPACE! 


SAVES MONEY! 
You Get — 
FASTER FILING 


This erea wos occupied by 196 four drawer letter filing cobinets with 
@ filing capacity of 784 drawers or 20,776 filing inches. 


Fleer Plan after installation of the Visi-Shelf Filing System 


| 


90 Visi-Shelf Filing Units, occupying less then helf the original fling 
area, hold all of the records previously filed in the entire filing area! 
These units, with @ filing capacity of 25,380 filing inches offer 4,404 
more filing inches — an increase of 25% in filing capacity. 


Visi-Shelf File, inc. 
105 Reade Street 
i 


Don't Delay! 


New York 13, N. Y. 
Please send free catelog describ- 


ing the new Visi-Shelf Filing System. 


VISI-SHELF 
FILE INC. 
105 READE STREET lone... Mate... 
NEW YORK 13.N. Y. 


| 


= 
“Open-Type” 
THE Brust INCREASED 
EFFICIENCY 
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THE 
PREFERRED 
PLUMBING 


A scrub-up sink that's easy to keep sterile. This special vitreous glazed, all-ceramic product resists thermal shock, 
abrasion, acid and stains. Withstands expansion ond contraction without crazing. Special shape permits surgeon to 
scrub to shoulder without touching unsterile ports. 
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If you ask your architect, he'll probably tell you that 
Crane is the outstanding authority on hospital plumbing 
for two reasons: 


1) Crane carries on continuous research, keeping 
abreast of the newest hospital techniques. 


2) Crane uses this information to develop a complete 
line of fixtures as specialized for today's hospital 
as your x-ray equipment. 

This means that when your hospital is Crane-equipped, 
it’s as modern in its plumbing as in its radiological labora- 
tories. Because every fixture is specially designed for its 
particular job, repair and maintenance problems, of course, 
are reduced to a minimum. 


Why not talk to your architect about Crane. You'll find 
he agrees with your preference for Crane hospital fixtures. 


| 


Crane Hygiene lavatory de 
signed especially for patients’ 
and nurses’ use. Hos integral 
shelf for water pitcher, toilet arti- 
cles and other patient needs. Six- 
inch-high end splash optional. 
Equipped with wrist-action Dicl- 
ese controls for easy and positive 
operation. Crone Dial-ese means 
longer life—less maintenance. 


CRANE CO. General Offices: 836 South Michigan Avenue, Chicago 5 
VALVES * FITTINGS © PIPE © KITCHENS * PLUMBING * HEATING 
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New from Crane. This emergency 
bath of Duraciay is one of the special- 
ized fixtures developed by Crane for 
hospital use. its shallow depth aids in 
movement of patient from and to litter. 
Has thermostatically controlled water 
supply with Deviator spout for divert- 
ing water to spray. Vacuum breoker 
safeguards sterile water supply 
against back siphonage. 
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New concentri« 


Be 


DIRECT X-RAY 


photofluorography 


THE NEW FAIRCHILD-ODELCA 4 x 4 CAMERA 
brings, for the first time, top-quality diagnostic negatives 
produced on 4” x 4” film — in a camera fully evaluated 

for general radiography. 

The heart of this camera’s exceptional performance, 
the Bouwers Concentric Mirror Optical System, permits 
an extremely wide working aperture of £/0.7 
(GRA 1£/0,65). Speeds four to five times that available 
in refractive lens cameras permit much lower tube current 
and 75 to 80% reduction in exposure time — resulting 
in substantially reduced radiation. 

The concentric mirror optics provide a gain in resolution 
as much as four times that of refractive lens cameras. 
Retakes are eliminated because both voluntary and 
involuntary motion are stopped. Designed for 
under-table, over-table and upright use. The small 
film size, of course, provides great economies in 
purchase, handling, processing and storage. 

The complete line of Fairchild-Odelca Cameras 
covers the four major categories of photofluoro- 
graphy; mass chest survey . . . hospital admissions 
X-ray ... serial radiography . . . and now even 
general radiography. Three models are available: 
the new 4” x 4” model (illustrated), the 70mm 
In-Line model and the 70mm Angle-Hood model. 

Get complete details from your regular X-ray equipment 
supplier, or direct by addressing Industrial Camera Div., 
Fairchild Camera and Instrument Corp., 88-06 Van Wyck 
Expressway, Jamaica 1, N. Y., Dept. 160-41Q. 


ics 


V e 


/RCHILD 


X-RAY CAMERAS AND ACCESSORIES 
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NEWS 


Health Budget Detailed by President 


President Eisenhower's budget message, sent to Congress January 16, 
specified how the Administration would like Congress to put financial 


OFFICIAL NOTES 


Excerpts from the minutes of the 
December 3-4 ° meetings of the 
American Hospital Association's 
Board of Trustees. These listings 
will be concluded in the February 
16 issue. 


HOSPITAL LISTING 


VOTED: To limit consideration for 
membership in the American Hospital 
Association to hospitals listed by the 
Association. 

VOTED: To change the name of the 
Committee on Listing Acceptable Hos- 
pitals to, Committee on Accepting Hos- 
pitals for Listing. 

VOTED: To change the title of listing 
requirements to, Requirements for Ac- 
cepting Hospitals for Listing. 
VOTED: To change the title used to 
describe the list of hospitals published 
in the Administrators Guide Issue of 
HOSPITALS to, Hospitals Accepted for 
Listing by the American Hospital As- 
sociation. 

VOTED: To establish the policy that 
all changes in listing status of any hos- 
pital shall be processed through the 
Committee on Accepting Hospitals for 
Listing, for recommendation to the 
Board of Trustees. 

VOTED: To publish in the Administra- 
tors Guide Issue of HOSPITALS all 
hospitals listed in the 1955 Adminis- 
trators Guide Issue of HOSPITALS and 
in supplementary lists issued subse- 
quently, even though these hospitals 
have not been surveyed, provided no 
action to the contrary has been taken 
by the Board of Trustees on any in- 
dividual hospital. 

VOTED: To approve for listing the 
following hospitals: 


MISSISSIPPI 
Biloxi 
New Biloxi Hospital 
Memorial Hospital 
Jackson 
University Hospital (*) 
NEW YORK 
Ticonderoga 
Moses Ludington Hospital 


PENNSYLVANIA 


Eikins Pork 
Rolling Hill Hospital and Diagnostic Center (*) 


Hospital (*) 
(Continued on page 98) 
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flesh on the health program. 


The message implements suggestions in the President’s State of the 
Union talk early in January, and points the way toward his forthcoming 


special health message. 

Under budget terms, the Depart- 
ment of Health, Education, and 
Welfare would get appropriations 
totaling $2,655,134,689 for fiscal 
year 1957, starting July 1. This 
tops by $500 million last year’s 
appropriations, with three quarters 
of the increase earmarked for the 
new “school construction” category. 


Important HEW hospital and 
medical budget items: 


® $130 million for the Hill-Bur- 
ton program, including $88.8 mil- 
lion in basic construction funds 
(a 17 per cent increase over last 
year’s $111 million). 

® $40 million for construction of 
medical and dental research and 
teaching facilities. 

® $10 million for mortgage in- 
surance for construction of health 
facilities. 

® $25.8 million for other pro- 
grams. 

The President further proposed 
$126 million for National Institutes 
of Health research programs (the 
1954 appropriation was $99 mil- 
lion). Public Health Service pro- 
grams would get almost $36 million 
and $30 million would go to con- 
tinue the Poliomyelitis Vaccination 
Assistance Act. 

Mr. Eisenhower also called for a 
new program for expansion of In- 
dian health facilities (including 
construction of three hospitals), 
with a budget of more than $8.7 
million. 

No appropriation was asked for 
federal reinsurance. The President 
said he hoped “permissive” legis- 
lation might be passed authorizing 
private insurance firms to under- 
write plans. “Should this approach 
not be successful,” he added, “a 
federal reinsurance service should 
receive renewed consideration.” 


HILL-BURTON FUNDS 


In announcing Administration's 
budget for fiscal year 1957, Presi- 


dent Eisenhower boosted the 
basic Hill-Burton program funds 
to $88.8 million, in contrast to $65 
million last year. This is $1.2 mil- 
lion short of the $90 million ap- 
propriated last year by the Senate. 

For two of the H-B categories 
chronic disease hospitals and diag- 
nostic or treatment centers-—the 
President asked $13,330,000 each. 
For rehabilitation facilities and 
nursing homes, he asked $6,670,000 
each. 

As last year, $1.2 million in 
Hill-Burton funds would be ear- 
marked specifically for hospital re- 
search projects. 

The budget language itself re- 
flects strong Administration sup- 
port for its hospital research pro- 
gram. Whereas last year’s budget 
section on Hill-Burton read that 
the PHS surgeon general “may 
allocate” sums not to exceed $1.2 
million for hospital research, this 
year’s proposals state the sum 
“shall be” allocated. 

The American Hospital Associa- 
tion last year testified before 
Senate Appropriations Committee, 
supporting allocation of federal 
funds for research. 


MEDICAL, DENTAL FACILITIES 


The proposal authorizing $40 
million in construction grants for 
medical and dental teaching and 
research facilities would set up 
a temporary program of federal 
grants to schools of medicine, oste- 
opathy, public health and dentis- 
try, and to other nonprofit medical 
and dental research institutions. 

The budget message said the 
funds were needed “to facilitate 
construction needed to achieve a 
balanced and expanded program of 
teaching and research in medicine 
and the related sciences.” 

The $10 million mortgage pro- 
posal would capitalize a federal 
insurance fund on private loans 
for construction or modernization 
of health facilities. Proposed legis- 
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HILL-BURTON PROGRAM AND FINANCING ~ 


1955 actual 1956 estimate 1957 estimate 
Program by activities: 
1. Construction of hospitals, etc., under part "C” of 
the Public Health Service Act ................ $60,098,243 $ 89,004,352 $ 88,800,000 
2. Construction of medical facilities under part G of 
the act: 
(a) Hospitals for the chronically ill and impaired. . . 8,000,000 13,330,000 
(b) Diagnostic or treatment centers............ 8,000,000 13,330,000 
5,500,000 6,670,000 
3. Hospital and medical facilities research activities 1,200,000 1,200,000 
Financing: 
Unobligated balance brought forward ............ 25,329,103 61,204,352 55,000,000 
Unobligated balance carried forward ............ 61,204,352 55,000,000 55,000,000 
Unobligated balance no longer available ......... 26,508 


lation would authorize a contingent 
liability of $200 million outstand- 
ing at any one time, with authority 
for the President to increase this 
amount by an additional $150 mil- 
lion if necessary. The fund would 
be self-supporting from insurance 
premiums, investments, fees and 
other receipts. 


OTHER PROPOSALS 


Other budget items which show 
increases over last year: 

® Federal grants to states for 
stockpiling medical supplies and 
civil defense emergency “impro” 
hospitals under the FCDA program 
$22.5 million. 

® VA inpatient care — $662.9 
million, a slight increase from the 
$619 million appropriated by Con- 
gress last year. Another $53 million 
for hospital construction. 

® HEW Children’s Bureau serv- 
ices--$37.1 million. These services 
include grants-in-aid to states for 
improvement of maternal and child 
health, crippled children and child 
welfare activities. 

Veterans Administration. “Vet- 
erans’ hospital and medical ex- 
penses will continue to rise through 
the fiscal year 1957,” said the 
President, “as the number of pa- 
tients in Veterans Administration 
hospitals is expected to increase 
1.4 per cent over 1956.” 

Outpatient care will be some- 
what below 1955-56 levels, he pre- 
dicted, 

One-half of the $53 million in 
construction funds would go to 
modernize one mental hospital and 
prepare plans for replacement of 
four others, he said. The balance 
would provide for additional mod- 
ernization and improvement of ex- 


isting VA hospital facilities. 

Food and Drug Administration. 
The Food and Drug Administra- 
tion receives an 8 per cent increase 
($7.9 million). 

Vocational Rehabilitation. An 11 
per cent increase is proposed from 
its 1956 figure of $36.8 million. 
Estimates for 1957 see $35 million 
in grants to states and almost $21 
million for matching state funds. 

Proposed training goals of the 
Office of Vocational Rehabilitation 
would be 134 teaching grants to 
colleges and universities and 1,333 
traineeships to qualified individ- 
uals, both increases over last year’s 
estimates. 

Social Security. The Social Se- 
curity Administration’s 1957 budg- 
et asks a 2 per cent increase, to 
$1,533,000,000. 

For the fiscal year, federal, state 
and local expenditures for assist- 
ance and administration are esti- 
mated at $2,641,400,000, of which 
$1,344,500,000 (51 per cent) repre- 
sents the federal share. Of federal 
funds $851.1 million will go for 
old-age assistance, $365.3 million 
for aid to dependent children. $36.2 
million will go for aid to the blind 
and $91.9 million for aid to the 
permanently and totally disabled. 


Mr. Eisenhower said, “The fed- 
eral government should also do 
more to assist the states to adopt 
preventive measures which will 
reduce need and increase self-help 
among those who depend upon 
public welfare. Likewise, special 
provision should be made for im- 
proving care of public assistance 
recipients through legislation to 


(Continued on page 95) 


Public Health Service Approves 
$250,000 Mental Iliness Study 

The Public Health Service has 
approved a $250,000 grant to the 
Joint Commission on Mental IIl- 
ness and Health, Inc., for first-year 


support of a nationwide study of 


the human and economic problems 
of mental illness. 

Approval followed favorable 
recommendation of the application 
by the National Mental Health Ad- 
visory Council. 

Dr. Jack R. Ewalt, clinical pro- 
fessor of psychiatry at Harvard and 
commissioner of the Massachusetts 
State Department of Mental 
Health, will direct the study from 
headquarters in Boston. Organiza- 
tion of the survey staff is now in 
process. 


CARRIES OUT MANDATE 


The PHS award carries out the 
mandate of the Mental Health 
Study Act (Public Law 182) au- 
thorizing the surgeon general to 
award qualified nongovernmental 
organizations $1,250,000 in grant 
allotments over a three-year period 
for an “analysis and re-evaluation 
of the human and economic prob- 
lems of mental illness.”’ The legis- 
lation, passed by Congress last 
year without a dissenting vote, re- 
quires recipients to file annual re- 
ports and a final report with Con- 
gress, the surgeon general and 
state governors. 

The Joint Commission on Mental 
Iiiness and Health was incorpo- 
rated in the District of Columbia 
in August 1955. Its membership 
includes representatives of the 
American Hospital Association, 
American Medical Association, 
American Psychiatric Association 
and other organizations and agen- 
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cies with a major interest in mental 
illness. 

Dr. Kenneth E. Appel, professor 
of psychiatry at the University of 
Pennsylvania School of Medicine, 
heads the Commission. Dr. Leo H. 
Bartemeier, chairman of the AMA’s 
Council on Mental Health, heads 
the Commission’s board of trustees. 


New York State Holds Hearing 
On Health Ingurance Ad Code 


New York has reached the hear- 
ing stage on its proposed code for 
accident, health and sickness in- 
surance advertising. 

A late January meeting invited 
comment from health and accident 
insurers on the proposed code and 
preamble. If adopted, it would go 
into effect 90 days after formal 
ruling is announced. 

The code, in its present form, 
covers all printed, spoken and vis- 
ual forms of advertising, includ- 
ing sales aids and sales talks and 
presentations made by agents and 
brokers. The New York State In- 
surance Department, administrator 
under the code, will consider con- 
tent, detail, character, purpose and 
use of each advertisement, and 
whether the ad is the principal 
sales inducement or to invite. in- 
quiry for details. 

The code bans untruthful or 
misleading statements, as well as 
“words or phrases, the meaning 
of which is clear only by implica- 
tion or by familiarity with in- 
surance terminology ...” It pro- 
hibits use of such all-inclusive 


Work Progresses on New Building 


GAPING PIT where once stood a parking lot, 
for Hespite! Affairs. Steam hammers moved 
the foundation-to-be. 
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words as “full,” “all,” “complete” 
or “unlimited” that exaggerate be- 
yond actual terms of the policy. 

Also banned are incomplete ben- 
efit listings without indication of 
the maximum daily benefits and/or 
time limits. 

If the code is adopted, the De- 
partment will require insurance 
companies to maintain for at least 
three years complete files on all 
advertisements. Companies will be 
required to endorse compliance 
with the provisions. 


Seek Engineers for AHA's First 
Personal Membership Section 


The American Hospital Associa- 
tion has announced plans for a 
personal membership department 
for hospital engineers, the first 
such to be authorized. 

Preliminary plans for the en- 
gineers’ section have been ap- 
proved by the Board of Trustees. 
Letters are going to state and re- 
gional associations, explaining the 
program. 

An early February mailing to 
administrators of all member hos- 
pitals includes a detailed explana- 
tion of the purpose of the new sec- 
tion, a guide to establishment and 
operation of personal membership 
departments, and application and 
petition forms for use by their en- 
gineers. Included also is the fac- 
simile of a letter to be directed 
later in the month to engineers. 

A special mailing will be di- 
rected to all registrants of past en- 
gineering and planning institutes. 


site of AHA Headquarters Building and Center 
in 


January, pounding in sheet piling for 


A week later, letters, guides and 
necessary forms go out to engineers 
in all member institutions which 
have not indicated otherwise. 

To qualify, engineers must be- 
come type A personal members of 
the Association, with approval of 
their administrators. They must 
express their intent to join the 
section. 

Once in operation, the depart- 
ment will be guided by a commit- 
tee of five member engineers and 
three appointees of the Council on 
Hospital Planning and Plant Oper- 
ation. Thus engineers and adminis- 
trators will have an opportunity to 
sit together to deal with problems 
of hospital engineering. 


Schedule First Atomic Hospital 
To Open Next August in Japan 


Construction of the world’s first 
“atomic hospital” was launched 
mid-January in Hiroshima. 

The $182,000 hospital is sched- 
uled to open next August——the 11th 
anniversary of the dropping of the 
atomic bomb on the city—and will 
be used for treatment of injured 
survivors of the explosion. 


Federal Court Decision Admits 
Tax Agents to ‘Operation Book’ 


A U.S. District Court has ruled 
that a Massachusetts hospital must 
open its “operation book,” or regis- 
ter of operations, to an internal 
revenue agent. But the hospital 
may conceal the nature of the ill- 
ness if there is a practical method 
of doing so while disclosing the 
patients’ names. 

The decision was handed down 
December 13 in the case of Gretsky 
v. Basso. The hospital involved is 
in Massachusetts where there is no 
physician-patient privilege as a 
bar to admission of confidential 
information in a legal action. But, 
said the court, such a bar would not 
have altered the decision. 

“This is a federal administrative 
proceeding,” said the court, “and 
state evidentiary restrictions do 
not apply.” 

The court said: “I can well un- 
derstand that patients of the hos- 
pital in some instances might not 
like to have the nature of their ill- 
nesses or operations known. I be- 
lieve the government is entitled to 
see the original records, but if there 
is some feasible and practical 
method of concealing this particu- 
lar information the (hospital) may 
adopt it. If this is not practicable 
the (hospital) will not be ordered 
to produce the records other than 
on the hospital premises, and if 
concealment of the above informa- 
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tion is not practicable there, the 
(agent) is instructed, in copying 
information, not to copy that por- 
tion of the records.” 


Medical Association Membership 
is Not Required in Minnesota 


Minnesota Attorney General 
Miles Lord has ruled that a physi- 
cian need not be a member of the 
state medical association to prac- 
tice in a county hospital. 

His opinion was handed down in 
December. It specifically affects the 
Renville County Hospital, Olivia, 
where board regulations require 
staff members to belong to the state 
group. 

The ruling was sought by the 
Renville County attorney after a 
physician who is not an Association 
member applied for a hospital staff 
position, 

Attorney General Lord said in 
his opinion that the effect of the 
hospital board’s regulation is, ‘‘to 
delegate to the state medical as- 
sociation the power to determine 
what doctors shall be eligible for 
memberships” on the hospital staff. 
He termed this “unreasonable, ar- 
bitary and invalid.” 


Polio Foundation Renews Grant 
To NLN Recruitment Committee 


The continuing need for more 
nursing students has prompted the 
National Foundation for Infantile 
Paralysis to make a $46,247 grant 
to the 1956 program of the Com- 
mittee on Careers, National League 
for Nursing. 

Joint announcement was made in 


MR. HAYES 


MR, O'CONNOR 


January by John H. Hayes, chair- 
man of the committee, and Basil 
O'Connor, Foundation president. 
The grant marks the seventh year 
of NFIP support to the national 
nurse recruitment program. 

The Polio Foundation grant un- 
derwrites field service activities, 
stated the announcement. 

The committee is sponsored by 
the American Hospital Association, 
American Medical Association and 
American Nurses’ Association, as 
well as the sponsoring National 
League for Nursing. 
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HELD MANY AHA POSTS— 


Dr. Allen, Former ACHA President, Dies 


Wilmar M. Allen, M.D., former director of the Hartford (Conn.) Hos- 
pital and a past president of the American College of Hospital Adminis- 
trators, died January 14 at the age of 61. He had been ill for several 


months. 


Dr. Allen retired as director of Hartford Hospital in December 1953 


after 17 years of service. He 
then went to Belgium as a con- 
sultant in the administration and 
management of the hospital system 
in that country. Late in 1954 he 
returned to this country and re- 
sided at Chapel Hill, N. C. 

Dr. Allen devoted many years 
of service to the American Hospital 
Association. He was a delegate-at- 
large to the AHA for many years, 
his term expiring in 1955. He also 
served as chairman, committee on 
volunteer hospital workers, Coun- 
cil on Professional Practice, 1945- 
46; chairman, committee to formu- 
late a morbidity code, Council on 
Professional Practice, 1944-47; 
committee on hospital architects’ 
qualifications, Council on Hospital 
Planning and Plant Operation, 
1949-52. He was a member of the 
Joint Committee with the ACHA 
to study administrator-medical 
staff relationships, 1951-53. 


Dr. Allen was a former president 
of the Connecticut Hospital Asso- 
ciation, a fellow of the American 
Medical Association, the American 
College of Physicians and the 
American Soci- 
ety of Clinical 
Pathologists. 

He also served 
as a member of 
the Governors 
Commission on 
the Treatment 
and Care of 
People Afflicted 
with Physical 
and Mental Dis- 
abilities, 1939- 
40; the Connecticut State Advisory 
Council on Hospital Survey and 
Construction; a special medical ad- 
visory group to the Veterans Ad- 
ministration in Washington, D. C. 


Mississippi Coast Hospitals 
Form Council, Elect Officers 


Mississippi’s new Coast Hospital 
Council staged its organizational 
meeting Nov. 30 in Pascagoula. 

Elected chairman was Lester 
Tuck, administrator of Jackson 
County Hospital, Pascagoula. Vice 
chairman is Preston Hill, adminis- 
trator of Lucius O. Crosby Me- 
morial Hospital, Picayune, and 
secretary is William Stokes, ad- 
ministrative officer of the VA Hos- 
pital, Biloxi. 

The Council encompasses mem- 
ber hospitals in Poplarville, Lum- 
berton, Picayune, Bay St. Louis, 
Gulfport, Biloxi, Pascagoula, Wig- 
gins, Leakesville and Lucedale. 
Plans call for monthly meetings. 


Atomic Energy Commission Lets 
First 1956 Research Contracts 


First Atomic Energy Commission 
research contracts for 1956 have 
been awarded for fundamental in- 
vestigations in medicine, biology, 
biophysics and radiation instru- 
mentation. 

Among recipients are four hos- 
pitals. Dollar value of the contracts 
was not disclosed, in keeping with 
regular AEC practice. 

Contract awards include Phila- 
delphia General Hospital and Bos- 
ton’s Massachusetts General, New 


England Deaconess and Peter Bent 
Brigham hospitals. 


VA Reports Successful Trial 
Of Open Mental Ward Program 


The Veterans Administration has 
reported success with its test pro- 
gram “opening the doors of closed 
wards for many long-term mental- 
ly ill patients.” 

VA officials called the three-year 
test program the start of a com- 
prehensive effort. 

At the VA general hospital, Al- 
bany, doctors cut restrictive meas- 
ures to a minimum for 350 chronic 
schizophrenics, some of whom had 
been hospitalized as long as 35 
years. Wards were opened when- 
ever possible. Patients used regular 
dmMming room facilities and took part 
in recreational activities along with 
other patients. 

At conclusion of the trial period, 
60 patients had progressed to the 
point where they worked regularly 
at hospital jobs. Fourteen had 
made trial visits home, with ten 
more slated for similar “pre-dis- 
charge” privileges. 

All test group patients lived in 
open wards, in daily contact with 
nonmental patients. 

VA called this a “remarkable 
achievement” in view of the pa- 
tients’ long hospitalization. 
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Laird Foundation Reveals Plans 
For Two New ‘Outpost’ Clinics 


The Laird Foundation of Mont- 
gomery, W. Va., which operates 
the 127-bed Laird Memorial Hos- 
pital there, has announced the 
scheduled construction of “outpost” 
clinics in Summersville, about 40 
miles away, and Rainelle, some- 
what farther. 

The clinics-to-be are to be de- 
signed as demonstration projects. 
They represent the beginning of a 
Foundation plan to develop high- 
quality medical care for outlying 
rural districts through provision of 
appropriate facilities and reduction 
in the fears of professional isola- 
tion by medical and paramedical 
personnel who might work there. 

The two clinics subsequently 
may be followed by others, accord- 
ing to Dr. W. T. Sanger, president 
of the Medical College of Virginia 
and consultant to the Foundation. 
While facilities are considered less 
important than staff, he says, they 
are regarded as basic to securing 
top-quality personnel. 


The clinics will be identical in 
design—one-story, fireproof, air- 
conditioned buildings providing 
offices and examining rooms for 
three physicians and ten beds for 
emergency services but primarily 
for obstetrics. Provision is made for 
delivery and operating rooms, x- 
ray, laboratory and other diagnos- 
tic facilities. 

Physicians staffing the outpost 
clinics will also be members of the 
Laird Memorial! Hospital staff, with 
full privileges. They will consult 
the central group in Montgomery 
by telephone or in person, and use 
Laird Memorial’s facilities for ma- 
jor surgery and specialized serv- 
ices. They will attend certain staff 
meetings, clinicopathological con- 
ferences and other functions at the 
central hospital. 

With quality facilities at the out- 
posts and ready access to resources 
of the central hospital and its group 
practice clinic, the Foundation 
expects to recruit outstanding 
practitioners to staff the clinics. 
Ultimate plans envision the intro- 
duction of interns, on a rotating 
basis, to opportunities and advan- 
tages of practice in smaller com- 
munities. 

In addition to resources of the 
Laird Foundation, financing has 
been made possible through the 
Old Dominion and Avalon founda- 
tions. Hill-Burton funds are being 
sought. 
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First Auxiliary Institute 


FIRST AHA Hospital Volunteer institute Janvary 


5-6 in Chicage drew 105 women and one 
men and included six state advisory counselors. More than 100 hospitals were represented, 
ranging in bedsize from 47 to more then 2,500. Program was sponsored by the Americen 
Hospital Association's Committee on Hospital Auxiliaries. 


University of Chile to Translate 
Fifteen ‘Basic’ AHA Manuals 


As part of the American Hospi- 


tal Association’s Latin American 


Program, the University of Chile 
has commenced work on transla- 
tion of 15 AHA manuals to provide 
a basic reading list for the Spanish- 
speaking hospital public. 

Funds for the translation are 
provided under a grant from the 
Kellogg Foundation, Battle Creek. 

The translated manuals will be 
sent to special Latin American 
committees for revision and adap- 
tation. They are to be distributed 
among Latin American hospitals 
under auspices of the Association's 
Latin American Program. 


No Denial of Hospital Privileges 
‘Arbitrarily,’ Says N.Y. Court 


The New York Supreme Court 
has ruled that a public hospital's 
board of governors cannot arbi- 
trarily, without notice or hearing, 
deprive qualified physicians of the 
use of hospital facilities. 

In the recent case of Alpert v. 
the Board of Governors of City 
Hospital of Fulton, the New York 
high court ruled in part as follows: 

“In oné sense, of course, there is 
no constitutional right to practice 
medicine in a public hospital .. . 
any more than there is an absolute 
right to sell alcoholic beverages 
or to drive an automobile. Valua- 
ble privileges, however, are also 
entitled to the protection of the 

“(The doctor) has enjoyed the 


use of the. . . City Hospital since 
1946. On this record it appears 
that he is a capable and qualified 
surgeon who has developed a large 
practice representing a substantial 
investment. The determination 
complained of in effect deprives 
him of the right to practice in the 
area of the city .. . without notice 
of charges and without hearing. 

“We conclude that a qualified 
physician admitted to practice in 
a public hospital acquires a species 
of tenure and cannot be capricious- 
ly excluded and thereby injured 
financially and professionally, all 
without notice and an opportunity 
to. be heard.” 


Short Course for Housekeepers 
Scheduled April 2 to May 24 


The eighth annual Short Course 
for Hospital Housekeepers will be 
held April 2 to May 24 at the 
Kellogg Center for Continuing Ed- 
ucation, Michigan State University, 
Fast Lansing. 

The eight-week course, only one 
of its kind in the country, is spon- 
sored jointly by the University and 
the American Hospital Association. 
Its primary purpose is to enable 
hospitals to operate their house- 
keeping departments more eco- 
nomically and efficiently. 

It also serves to train assistants 
for more responsibility and as “in- 
doctrination” for new housekeep- 
ing personnel. 

Included in the curriculum are 
practical experience in the super- 
vision and training of employees, 
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simplification of cleaning, hospital 
safety, efficient use of personne], 
departmental organization and 
consideration of linens, supplies 
and equipment. 

Application blanks have been 
mailed to administrators of AHA 
member hospitals. Registrations 
will be accepted until the 40- 
student quota is filled. 

This year, as in the past, schol- 
arships valued at $275 each will 
be awarded ten students by the 
Pacific Mills Hospital Education 
Fund. Awards will be made on the 
basis of housekeepers’ papers on 
“Why I Am Interested in Hospital 
Housekeeping As a Career.” 

All papers and entry blanks 
must be received by the Association 
by March 1. 


Announce Apr. 30-May 3 Dates 
For Tri-State Hospital Assembly 

The 1956 Tri-State Hospital As- 
sembly is scheduled for April 30- 
May 3 in the Palmer House, Chi- 
cago. 

Theme of this year’s program is 
“Hospitals and Human Needs.” 

One of three morning general 
assemblies will deal with Blue 
Cross and hos- 
pital relation- 
ships. Other 
topics include 
law and insur- 
ance, communi- 
cations, associa- 
tion activities, 
integration of 
services for 
long- and short- 
term patients, 
and methods 
improvement in the hospital, 

A reception in honor of Ray E. 
Brown, American Hospital Associ- 
ation president, precedes the annu- 
al banquet May |. State presidents 
and their wives will serve as re- 
ception hosts and hostesses. 

Other events scheduled include 
the American College of Hospital 
Administrators’ luncheon April 30 
and the Federal Hospitals Section 
dinner that evening. Dinner 
speaker will be Dr. Frank B. 
Berry, Assistant Secretary of De- 
fense, Health and Medical Affairs. 

Tri-State chairman is Dr. Mal- 
colm T. MacEachern. Albert G. 
Hahn, Evansville, Ind., is executive 
secretary. 


illinois, Manitoba Associations 
Announce Elections of Officers 


The Illinois Hospital Association 
and Associated Hospitals of Man- 
itoba report elections of their 1956 
officers: 

Hospital Association: Presi- 


DR. BERRY 


94 


Hospital Design Wins Award Citation 


BELLEVILLE (i1!.) Memorial Hospital design has won 1955 Progressive Architecture award citation 
for architects Hellmuth, Obota and Kassabaum, of St. Lovis, and Isadore and Zachary Rosen- 
field, New York. Plan is described as ‘striking departure’ from conventional multistory hos- 
pital, at a cost of approximately $11,500 per bed for 154 beds. 


dent, Leonard W. Hamblin, admin- 
istrator, Blessing Hospital, Quincy; 
president-elect, Leon C, Pullen Jr., 
administrator, Decatur and Macon 
County Hospital, Decatur; secre- 
tary-treasurer, Delbert L. Price, 
administrator, Children’s Memorial] 
Hospital, Chicago. 

Re-elected first and second vice 
presidents respectively were Rev. 
John Weishar, director of Catholic 
hospitals, Diocese of Peoria, and 
Dr. Stephen Manheimer, director, 
Mount Sinai Hospital, Chicago. 

Associated Hospitals of Manitoba: 
President, John Gardner, trustee, 
Dauphin General Hospital, Dauph- 
in; first vice president, T. A. J. 
Cunnings, executive director, San- 
atorium Board of Manitoba, Winni- 
peg; second vice president, J. FE. 
Robinson, superintendent, Chil- 
dren's Hospital, Winnipeg; treasur- 
er, Frank Foster, Brandon General 
Hospital, Brandon. 


SAN FRANCISCO CONFERENCE 

Elmer O. Massmann, administra- 
tor of French Hospital, has been re- 
elected president of the San Fran- 
cisco Hospital Conference. 

Sister Mary Philippa, adminis- 
trator of St. Mary’s Hospital, is 
vice president, and Mark Berke, 
administrator of Mount Zion Hos- 
pital, treasurer. 

ST. LOUIS COUNCKL 

Sister Mary Brendan, R.S.M., 
administrator of St. John’s Hospi- 
tal, was re-elected president of the 
Greater St. Louis Hospital Council 
during its annual meeting in Jan- 
uary at Missouri Pacific Hospital. 

Also re-elected were Dr. W. E. 
Hennerich, city hospital commiss- 
ioner, first vice president; Harry E. 
Panhorst, associate director of the 
Barnes Hospital group, second vice 
president; Mrs. Addie R. Mullins, 


administrator of Christian Hospi- 
tal of St. Louis, secretary; and Mrs. 
Cornelia S. Knowles, administra- 
tor, McMillan Hospital, treasurer. 


--- Spot Briefs 


Of the average $178 “out-of- 
pocket” cost per family for per- 
sonal health services in 1953, re- 
ports Department of Commerce, 12 
per cent went for hospital costs. 
Thirty-eight per cent went for 
physicians’ charges, 17 per cent for 
prescriptions and other medicines 
and 18 per cent for*dental work. 

Seventh World Congress of the 
International Society for the Wel- 
fare of Cripples is scheduled for 
London the week of July 22-27, 
1957. Primary ambition of the Con- 
gress is advancement in rehabilita- 
tion of the handicapped by means 
of a global program of technical 
and scientific exchange... Ameri- 
can Association of Blood Banks has 
shifted its 1956 annual meeting to 
the Somerset Hotel, Boston. The 
new dates: September 3-5 . 
Columbia University announces 
continuing efforts to breed polio 
virus combining characteristics of 
two or more different types of 
viruses, under a $54,535 grant from 
the March of Dimes. 

Vale of Leven Hospital—a 150- 
bed general hospital in Dumbar- 
tonshire, Scotland—is the first 
completely new hospital to be 
finished in Britain since World War 
II. It is a two-story structure ex- 
pandable to three floors and 280 
beds ... Dr. E. M. Bluestone, con- 
sultant to Montefiore Hospital, 
New York, has been invited by 
World Health Organization to serve 
on its Expert Advisory Panel on 
Organization of Medical Care. 
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Construction and Dedications 


Arizona 


Wickenburg—Wickenburg Com- 
munity Hospital Association, Inc. 
is building a new $443,000 hospital. 
The hospital is planned for 30 beds 
(expandable to 35). 


Minois 


Chicago—Chicago Wesley Me- 
morial Hospital has announced 
plans for a 15-story tower and five- 
story addition, to be built at the 
cost of approximately $3 million. 
Bed capacity will be increased from 
617 to approximately 700. 


Nebraska 


Lincoln—St. Elizabeth Hospital 
is completing renovation of the 


west half of its second floor. 

Omaha—Bishop Clarkson Me- 
morial Hospital opened the doors of 
its new $5 million hospital Decem- 
ber 16. Construction of the com- 
pletely air-conditioned structure 
began March 8, 1954. 


Ohie 


Cleveland—Forest City Hospital 
broke ground January 8 on its new 
$1.3 million ‘building. Ground- 
breaking launched the final phase 
of Cleveland’s master plan for ade- 
quate hospital facilities. 


Tennessee 


Dyersburg—Construction is un- 
derway on 85-bed Parkview Hos- 
pital. 


Pages from the Past 


What was medical educa- 
tion like in this country in 
colonial days, before the 
Ameriean Revolution? In 
what atmosphere did our 
first American students of 
medicine receive their train- 
ing? How did it compare in 
cost with medical training 
today? 

Partial answers to these 
questions and many more 
have been found in an un- 
usual 18th century medical 
manuscript formally pre- 
sented to the University of 
Pennsylvania January 13. 

This is the original class- 
room notebook of 200 pages, 
written in his own hand, of John 
Archer, first graduate of America’s 
first medical school. The school, at 
Pennsylvania, was founded in 1765. 
The first class of ten, including 
Archer, graduated three years 
later. 

“I am daily at Dr. (John) Mor- 
gan’s shop,” Archer wrote his fian- 
ceé in 1765-66, “& on Mondays, 
Wednesdays & Fridays attend his 
Lectures (on theory and practice) 
—the Course is four Pistoles & a 
Dollar (for the library). Tuesdays, 
Thursdays & Saturdays Dr. Ship- 
pen’s (on anatomy)—the course 
Six Pistoles.” Value of the Pistole, 
a Spanish coin long ago discarded, 
was approximately $4 at that time. 

The cost of Archer’s two princi- 
pal courses thus was something less 
than $50 for the year. Today's 
medical student pays $900 to $1,000 
annual tuition, and his other ex- 
penses are estimated at $1,300 
yearly. 
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The manuscript provides an in- 
teresting picture of medical study 
and medical practice of the era. 
Under tutorship of Dr. Morgan, 
Archer compounded medicines and 
visited the sick. He was allowed 
and encouraged to copy exchanges 
of letters from Dr. Morgan's con- 
sulting practice. 

These exchanges, as well as more 
formal essays, constitute the bulk 
of material incorporated into the 
notebook. 

Archer was awarded his bache- 
lor of medicine degree June 21, 
1768—the first, alphabetically, in 
his class. He took an early and ac- 
tive part in the Revolutionary 
struggle, and later was twice elec- 
ted to Congress, serving with dis- 
tinction from 1800 to 1804. 

His homestead and office “Medi- 
cal Hall,” so named because of his 
constant instruction of young med- 
ical students, still stands in Mary- 
land's Harford County. 


LaFollette—A March opening 
has been announced for 44-bed 
LaFollette Community Hospital. 

Oneida—Scott County Hospital, 
with 40 beds, opened its doors in 
January. 

Brownsville—Haywood County 
Memorial Hospital has completed 
a 50-bed addition. 


West Virginia 


Beckley—-UMWA's Beckley Me- 
morial Hospital admitted first pa- 
tients the week of January 7. When 
expanded to full capacity, the hos- 
pital will service 207 beds. 

Huntington——-Formal dedication 
ceremonies of the new Cabell- 
Huntington Hospital took place 
December 29. 


Wisconsin 


Spooner— The new 28-bed 
Spooner Community Hospital 
opened its doors December 1. 


WASHINGTON REPORT 


( Continued from page 90) 


permit separate federal matching 
of state and local expenditures for 
this purpose.”’ 


ALABAMA SPEECH 


Senator Lister Hill (D-Ala.), 
chairman of the Senate Committee 
on Labor and Public Welfare, made 
his first major 1956 speech on 
health before the Alabama Hospi- 
tal Association January 26. 

“Much remains to be done,” he 
said. ‘We are now moving forward 
in Congress to meet these needs. 
We must provide for the training of 
more medical personnel, We should 
have legislation which will meet 
the shortage of nurses, practical 


nurses and auxiliary health per- 


sonnel. We must provide for the 
extension of voluntary health and 
hospital insurance to more of our 
people. Here we recognize special 
and difficult problems involving 
the indigent, unemployed and the 
aged.” 

Senator Hill said, “I am hopeful 
that the funds which we in Con- 
gress appropriated for hospital 
research last year will help to find 
the answers to the many problems 
facing hospital administrators to- 
day.” 

The Senator said that the hos- 
pital research program should be 
an annual continuing appropria- 
tion under the Hill-Burton pro- 
gram. He stated his belief that hos- 
pital research activity should make 
it possible to: 

“1. Analyze various require- 
ments for hospital care, and ex- 
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more than other pressor 
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bitartrate 


natural antishock pressor hormone 


raises blood pressure in seconds in 


“111 patients, "...99 
_.Many had shown no 
blood transfusions alone.”? 
| 
tomy or hemorrhage 
surgery. In this “most useful” | 
the survival rate was 94 per cent — 


indefinitely... heart rate 


1. Eckenhoff, J. and Dripps, 
Anesthesiology, 15 641, Nov, 1954. 

2. Sokoloff, Louis; King, BD; and 
Wechsler, Med. Clin. North America, 


LABORATORI 
(Formerly ine 
New York 18, indsor, 


| 


plore methods by which such care 
may be better distributed and fi- 
nanced, 

“2. Study the actual operation 
of hospitals, 
methods of administration and de- 
termining means for their im- 
provement. 

“3. Explore and experiment with 
different types of supplies and 
equipment, physical plant design, 
methods of business practice, per- 
sonnel requirements, etc.” 


FTC CONFERENCE 
The Federal Trade Commission 


exploring present. 


stages a trade practice conference 
for the accident and health insur- 
ance industry Feb. 8-9 in Washing- 
ton. FTC said, “The coéperation of 
all concerned would be most wel- 
come in achieving constructive re- 
sults looking to a timely and uni- 
form correction .. . of the problems 
associated with the... sale of acci- 
dent and health insurance policies.” 

Following the conference, a draft 
of proposed rules will be made 
available to all groups. 


MEDICAL CARE STUDY 
Costs for hospital services rose 


[ New 4th Edition | 


MANUAL 
MEDICAL 


LIBRARIANS 


for 


RECORD 


79 per cent for 1948 through 1954, 
the Social Security Administration 
reports. Physicians’ services went 
up an estimated 33 per cent. 

Blue Cross is described as the 
major supplier of hospital insur- 
ance coverage, with 49 per cent of 
all hospital insurance benefits paid 
during the period. 

Commercial group insurance 
leads coverage of physicians’ serv- 
ices, with 37 per cent of all such 
benefits. Blue Shield provided 34 
per cent. 


Proctor Hospital 
(*) Denotes new listng 
SMALL HOSPITALS 
VOTED: To give consideration to de- 
voting a page of each issue of HOS- 
PITALS in 1956 to problems of hos- 
pitals of 100 beds or less. 


STUDENTS’ DUES 
VOTED: To wary the rate of dues for 
personal membership of full-time 
students in hospital administration so 
that they shall pay dues of $7.50 a 


year for the academic year and one 


FUND-RAISING COUNSEL 
VOTED: To authorize the appointment 
of a committee of three members to 
develop a roster of fund-raising coun- 
sel, 

In discussion of the foregoing 
action it was agreed that such a 
committee would 1) establish 


COMPLETELY MORE 
REVISED ILLUSTRATIONS 
standards or criteria as a basis for 


17 CHAPTERS : 636 PAGES : 144 ILLUSTRATIONS determining eligibility for listing 


7 in the roster of fund-raising coun- 
sel, 2) outline a procedure for re- 


hy Edna K. Huffman, C.R.L. 


: : : hnician. student viewing applicants for listing and 
FOR record ; 3) prepare a list of fund-raising 
THe administrator, physician, resident, intern, nurse counsel who meet the criteria. 
SOUTH CAROLINA PLAN ‘ 


° ' ANY VOTED: Not to take action at this 
Published by PHYSICIANS' RECORD COMP 
South Carolina Hospital Service Plan, 

Greenville, for approval as a Blue 
Cross Plan in 1955. 


PHYSICIANS’ RECORD CO., Publishers 
H-26 
W. Harrison $t., Chicago 5, IIlinols 
Please send me — .. copies of MANUAL FOR MEDICAL 
RECORD LIBRARIANS of $9.75 per copy 
Remittance is enclosed 
[} Charge to my personal account 
Charge to hospite! account 


HILL-BURTON PROGRAM 
VOTED: To support a two-year ex- 
tension of the Hospital Survey and 
Construction Act, with the understand- 


SHIP TOL. ing that there shall be a study of 
Postage paid (in U.S. ORDERED existing hospital facilities, including 
only) if remittance those constructed with financial as- 
accompanies order, sistance under the Hill-Burton Pro- 
city ZONE STATE gram. 
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THE BEST POSTING TRAYS 
and STANDS HAVE ALWAYS 


COME FROM-- 


Ask for Demonstration ... Representatives in Moat Principal Cities 
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THE GIVE AND --and remedy 


When floors break out in a rash of pock marks, 


TAKE | HOSPIT ALS sso is usually expensive. You either repair or 


A Study of Human Organization Stop floor pox before it starts by equipping chairs 
and tables with Bassick’s Rubber-Cushion Glides. 
Their broad, flat, hardened-steel base distributes 
furniture weight evenly over a large area. They slide 
at a touch without leaving unsightly trails. You can 
adapt them to either wood or metal furniture. 


by TEMPLE BURLING, M.D., EDITH LENTZ, Ph.D., 
and ROBERT WILSON, Ph.D. 
Foreword by GEORGE BUGBEE 


This is a report of a research project initiated by the 


American Hospital Association and conducted by the 
mF Cornell University School of Industrial and Labor Quiet, PLEASE! 
Relations. There's no quieter or easier 


way to move hospital beds, tables, 
screens and service carts than on 
Bassick's ‘“Diamond-Arrow” 
casters. Whisper-quiet in action, 
they roll at a touch and swivel 
easily. Soft rubber treads will not 
put a pox on floors. Send for 
copy of Catalog HPF-54 today. 
THe Bassick Company, Bridge- 
port 2, Conn. /n Canada: Belle- 
ville, Ont. 


Bassick 


A oF 
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From a broad range of information the authors offer 
a report which gives all of those concerned with the 
‘a hospital a clear conception of what it is like to work 
there and what some of the problems are that confront 
those involved with hospital service. 


‘see ee eee eee ORDER FORM Se ee eee eee 
G. P. PUTNAM'S SONS, Educational Depertment H-1 
210 Madison Avenue, New York 16, New York 

Please send —... copies of THE GIVE AND TAKE 

IN HOSPITALS at $4.75 per copy to 


Nome 


Gir... State 
Remuttance enclosed Bill Me Bill Hospital 


Le Febure ...and always will ! 
| 
| 
) 
™ ra 
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Adapting to the inevitability 
of change 


(Continued from page 37) 


less descriptive of the many facets 
of the true function of the modern 
hospital. This medical center rep- 
resents for the patient the focus of 
the wonders of modern medicine— 
a positive force for good in his 
life—-not just a medical barracks. 
For the physician, it provides an 
efficient vehicle to carry out his 


function, with independence (ex- 
cept from standards) to his full 
scientific potential and with no 
necessity to alter any logical phy- 
sician-patient relationship. For the 
hospital administrator there re- 
mains the exciting creative chal- 
lenge of building a positive force 
for good with and for the people. 
There is quite enough for every- 
body in this prospect. It will come 
to being the sooner if unprejudiced 
minds, attuned to the requirements 
of the last half of the 20th century 
exert the leadership. But come to 


son Associates’ 


Why not wire us today? 


FUND RAISING COUNSEL 


What you see above is the teleprinter machine in Law- 


Home Office. Over this machine, we re- 
ceive our telegrams direct from Western Union. 

The telegram you see is an example of how one hospital 
administrator and his board are taking advantage of an 
important free service we offer. 

Without cost or obligation to you, we will have an ex- 
ecutive of our Company make an on-the-scene survey of 
your area of service to ascertain your fund-raising poten- 
tial. And our Research Department wiil supplement his 
findings with a statistical econometric survey of the region. 

When you appeal to the public, you will want to be as 
sure as possible of how much you can raise—of how many 
community leaders will support your efforts. 

This you can do without cost. At the very least, our sur- 
vey could be stimulating and informative. At the most, it 
could point the way to a highly-successful fund-raising 
campaign and to new building, expansion or debt-reduction. 


LAwson ASSOCIATES 


ROCKVILLE CENTRE, N. Y. 


being it will, in any event, for the 
people will not be denied. . 


Hospitals’ obligation to Blue Cross 
(Continued from page 55) 


one of our greatest national assets. 
To us belongs the responsibility of 
correlating local, state and national 
efforts in the best interests of the 
public. This will require that we 
have the objectivity to include and 
not exclude the groups who now 
are providing medical care or those 
who will desire to provide medical 
care in the future. We must re- 
member that failure to properly 
coordinate all interests, or to pre- 
vent unnecessary duplication or 
unrealistic programing for the use 
of facilities and services, will only 
create more serious problems of 
financing the total services needed 
for comprehensive health care. 

However, looking back on tra- 
dition and past accomplishment, 
we in hospitals admit there are 
still new horizons to conquer; yet 
we say to management, labor and 
Blue Cross, we reaffirm acceptance 
of our obligations in providing the 
best in comprehensive medical care 
for all people in the future. Ld 
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Hospital association meetings 
(Continued from page 6) 


Institute on Insirance for Hospitals—May 3!- 
June 1; Sean Francisco (Sir Francis Droke 
Hote!) 

Nursing Service Administration Institute—June 
4-8; Denver (Cosmopolitan Hotel) 

Operating Problems for Small Hospitols insti. 
tute——June 7-8, Lovisville (Selebach Hote!) 

Medical Record Library Personne! Institute— 
June 11-15; Chicago (University of Chicago) 

Hospital Public Relations Institute—June 18- 
21; Pittsburgh (University of Pittsburgh) 

Hospital Pharmacy Institute—June 18-22; Aus- 
tin (University of Texas) 

Hospital Accounting and Business Practices 
Institute——June 18-22; Emory University 
(Emory University) 
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THE 


BEDHITE COMMODE 


is the IDEAL FACILITY for 


Patients confined on high hospi- 


tal beds. 


* 

Sold to Hospitals, Nursing 
Homes, Physicians, and 
Medical Organizations on 
DIRECT ORDER only. No 
dealer outlets. 


* 


Inquiries Invited 


Hospital Bedhite Co. 


P.O. Box 1985, Fort Worth 1, Texas 


58 YEARS 1898 to 1956 


of Service to Hospitals 


Use the 

Applegate System 
The Applegate marker is the 
only inexpensive marker that 
permits the operator to use 
both hands to hold the goods 
and mark where desired. 
Hand, foot or motor power. 


USE 
APPLEGATE 
INKS 


- Applegate indelible (silver base) ink is ever- 
lasting . . . heat permanizes your impres- 
sion for the life of the cloth, contains no 
aniline dye. 

Xanno indelible ink is long lasting, does 


not require heat. 
Information 


APPLEGATE 
\CAEMICAL COMPANY 


5632 HARPER AVE. CHICAGO 37. KL. 
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Let’s face it — Comfort Heating 
has 
standards 


The Burgess-Manning Radiant- 
Acoustical Ceiling has completely changed 
the comfort heating picture. This modern, 
“nature's method” of heating radiates en- 
ergy waves direct to the surfaces to be 
heated, it does not depend on hot air to 
heat a room. It provides a positive direct 
control of the mean radiant temperature— 
the major factor in human thermal com- 
fort. It provides a uniform heat from ceil- 
ing to floor, which no other system will 
do. It eliminates dangerous and irritating 
drafts and concentrated heat sources. It 
provides highest efficiency in acoustic con- 
trol. To these prime advantages are added 
many construction, operating and main- 
tenance advantages and economies pos- 
sible only by the B/M Radiant-Acoustical 
Ceiling. Such savings as lower building 
height, elimination of, or reduction in size 
of auxiliary equipment, ease of installa- 
tion, lower operating costs fuel-wise, 
redecorating costs sharply reduced, main- 
tenance practically eliminated and many 
more. 
The B/M Radiant-Acoustical Ceiling story 
has been published in detailed, illustrated 
form—write for itl 


Ask for Catalog No. A-138 -K 


Architectural Products Didsion of 


BURGESS-MANNING COMPANY 


5970 Northwest Highway, Chicago 31, ill 
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Yale College has had to raise the 
requirements for getting on the 


Dean's 


Honor List because over 


half the students were making the 
grade. 

Apparently this was a case 
where, in order to become promi- 
nent, you had to be dumb. 

If this keeps up how is this coun- 
try going to be able to produce 
enough politicians? 


Rx for all hospital patients: 

Kindness—Every minute. 

Cheer—as needed (PRN). 

Sympathy — As needed; but 
avoid overdose. 


50 YEARS OF FUND RAISING . . . tn 1905 the 


late Charles Sumner Ward, founder of Ward, Dreshman 
& Reinhardt developed the organized intensive fund 
raising campaign plan in America. Since then, members 
of this firm have guided the raising of more than 
$1,600,000,000 for religious, educational, health, youth 
and philanthropic causes and agencies. 


To commemorate this fiftieth year, and to serve as a 
guidepost for our next 50 years of service . . 
prepared an interesting and informative booklet entitled 
“Voluntary Giving in a Free Land.” This booklet reviews 
major trends and events of fund raising as we know it 


today. Copies of the booklet are available on request. 


Consultation invited without cost or obligation 


. we have 


| WARD. DRESHMAN & | 


BUREAU OF HOSPITAL FINANCE 
30 Rockefeller Plaza + New York 20, N.Y. © Telephone Circle 6-1560 


CHARTER MEMBER OF THE AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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Humor—Only if patient is not 
allergic to it. 

Hopefulness — Mix well with 
truth, so as to avoid possible dis- 
appointment. 

NOTE: The above prescription 
is known as Tender Loving Care, 
or TLC and should be in every 
hospital’s formulary. 

Pat Pending thinks that these 
fellows who marry nurses ought to 
contribute to Careers in Nursing, 
in addition to paying for the wed- 
ding license. 

It has long been apparent to me 
that each doctor seems to develop 
his own kind of shorthand for 
writing in patients’ histories. This 
makes it difficult—and often im- 
possible—for others to read what 
is. written. 

Therefore, would it not be well 
for someone to bring out a stand- 
ard method of letters or symbols 
which doctors might learn in med- 
ical schools? Eventually it would 
then be possible for others to know 
what the doctor learned in his 
examination. 

I don’t think anything can be 
done about the penmanship on pre- 
scription blanks. 

A patient’s opinion poll of the 
“atmosphere” of a hospital could 
also be an accurate measure of the 
hospital's efficiency. 

It’s hard to believe, but I have 
often looked at television when 
the commercials were far more in- 
teresting than the program. 

So far as I know there is no good 
literature on the subject of “How 
to Understand Women.” 

f° @ 

Additions to our Moron’s Medi- 
cal Lexicon: 

BENIGN—A vitamin 

FELON—Descended upon 

FROZEN SECTION—The solid 
part of a body of water 

MEDICAL BOARD—A tongue 
depressor 

MOLECULE—A sissy 

MORBID—-A higher offer 

STEARIN—Guiding 

A good way to cure yourself of 
the habit of working is by taking 
a long vacation. 
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3 Great Ineubators 


ARMSTRONG X-4 (Nursery Type) 
BABY INCUBATOR 


Designed for use in the nursery. 
Underwriters’ Laboratories Ap- 
proved. 


X-4 


ARMSTRONG X-P (Explosion-proof) 
BABY INCUBATOR 
Designed for use in the Delivery 
Room or Surgery. Underwriters’ 


Laboratories Approved. 


ARMSTRONG H-H (Hand-hole) 
BABY INCUBATOR 


Designed for nursery use when a 
large incubator with hand-holes 
aa nebulizer is needed. Under- 
writers’ Laboratories Approved. 


Write for complete details on any or all 
of these 3 Armstrong Baby Incubators. 


THE GORDON ARMSTRONG COMPANY, INC. 
508 Bulkley Building, Cleveland 15, Ohie 
Distributed in Canada by Ingram & Bell, Lid. 

Teronte + Montreal + Winnipeg Calgary + Vancouver 


LAKESID 


STAINLESS STEEL 
UTILITY CARTS 


5% minvies @ day 
with Lakeside Stend- 
ard Utility Carts and 
they pay fer them- 
selves in less then @ year. 


You KNOW you'll save much more, using them as dressing 
carts, medicine carts, instrument stands, leboratery carts, 


any werk thet con be put on wheels... 80 start using 
LAKESIDE now! 

MODEL 311 (left) 15'4"24" shelves.............. $30.75 
MODEL 322 (right) $37.50 


FOB Milwaukee, slightly higher in West. See your dealer or write tedoy, 


dermassage 


VIRTUALLY ELIMINATES BED SORES 
AND DECUBITUS ULCERS 


Dermassage cools, lubricates, fights infection, promotes refreshing 
massage. Dermassage completely conditions and protects the skin 
~~your patients’ “first line of defense.” 


Special Offer to Hospitals 


Your hospital name and picture can be permanently 
imprinted on each bottle, at no extra cost, in 10 gross 
quantities. 


Used in over 

4,000 hospitals dermassage 
throughout the THE ORIGINAL NON-ALCOHOLIC 
world BODY RUS AND SKIN REFRESHANT 


Order from your dealer or write to 


S. M. EDISON CHEMICAL CO. 
2710-H South Parkway Chicago 16, Iilinols 
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Neu! 


EMERGENCY LIGHT UNIT 


Only Re-Chergeable Battery 
Unit made at the price, with 
completely automatic High 
and Leow 6uwillt-in Soettery 
cherger .. . protects the bat- 
tery ... prolongs its life. The 
bottery carries a Five Yeer 
Guarantee. 


Ne need te check water in the bettery every month... 
check just once a year. Monual contro! switch is elimi- 
nated. No moving ports .. . electronically controlied. Ne 
moistenonce ... pays for itself in battery sevings alone. 
Mest dependable emergency light meade for hospitals. 
U. L. Approved. Write for Bulletia EL. 17. 


Surrette Storage Battery Co., Inc. 
SALEM MASS. 
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USE 
the SAME DAY 
they’re painted ? y, 


OF COURSE, if you use Sta-Dri Acrylicote, the all-purpose 
modern resin emulsion that dries to a glareless velvet finish. As 
soon as rooms are vacated, they can be refinished in any of 


odorless Sta-Dri Acrylicote’s 17 colors and white. Self-priming . F 
and non-toxic, it dries in minutes, making the room ready for 

immediate occupancy. Unlike rubber base materials there is no | . 
curing period. Sta-Dri Acrylicote may be washed as soon as it ’ 


is dry. 

Sta-Dri Acrylicote is a one coat job under most conditions. Even 
if two coats are required, they can be put on easily in one day 
without losing use of the space for longer than it takes a painter 
to cover the surfaces. Acrylicote may be applied with brush, roller 
or spray. This new paint for inside or outside surfaces is resilient 
and flexible, eliminating the old problem of dirt-holding checks 
and cracks in the finish coating. Because it is pliable and not 


acrylicote 


liquid paint 


DRIES IN MINUTES brittle, chipping and flaking are virtually eliminated. Innumerable 
ODORLESS color shades and tints may be made by intermixing the wide range 
NON-TOXIC of basic Acrylicote colors. 


AMERICAN STA-DRI COMPANY, Brentwood, Maryland 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3—Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discount for 
six-insertion contracts with no 


change of copy. 


POSITIONS OPEN 


ASSISTANT DIRECTOR OF NURSING 
EDUCATION for school of nursing with 
enroliment of 70 students. Affiliated with 
local college. Bachelor's degree and ex- 
perience in either teaching or nursin 
administration required. Salary determin 

by qualifications. A Py Director of Nurs- 
ing, San Jose Hospital, San Jose, California. 


OF NURSES, experienced, 140 
to City popu- 

lal security, hospital re- 
ble. Sala pen. Also wanted, NIGHT 


SUPERVI Fort Hamilton Hos- 
pital, 


ing New Addition—Need REGIS- 
RED SURGICAL ANESTHETIST, ASCP 
LAB TECHNICIAN, OPERATING ROOM 
NURSES, OB SUPERVISORS, OB NURSES, 
MEDICAL NURSES, NURSE SUPERVIS- 
ORS, NURSERY SUPERVISOR. DIREC- 
TOR OF NURSING EDUCATION. Salary 
Open. 210 Bed hospital, Very good Person- 
nel Policies, City of over 000. Write 
Personnel Department, Sioux Valley Hos- 
pital, Sioux Falls, South Dakota. 


PUBLIC HEALTH INSTRUCTOR: To su- 
rvise student experience in Out vetoms 
Benartanent. 518 bed fully accredited hos- 
pital. diploma program, approxi- 
pone | students. B.S. degree required, 
rience Appointment avail- 
ble immediately. Salary commensurate 
with qualifications. Write Director of Nurs- 
ing Education, St. Luke's Hospital, 11311! 
Shaker Bivd., Cleveland 4, 


ASST. CLINICAL INSTRUCTOR: Surgical 
Nursing. 3 year ge program, approxi- 
mately 240 studen 518 fully accred- 
ited hospital BS. degree in nursing 
required; experience Position 
available commen - 
surate with qualifications te Director 
of Nursin ucation, St. Luke's Hospital, 
11311 Shaker Bivd., Cleveland 4, Ohio. 


LABORATORY TECHNICIANS Openings 
exist in modern ge” Good salary 
and or further de- 
tails app Cc. V. Wynne, Adminis- 
trator, aterbury Hospital, Waterbury. 
Connecticu 


ASSISTANT ADMINISTRATOR for 40-bed 
hospital. Must have some Administrative 
training or experience. Small industrial 
city, modern building and no 
training school. Salary 7m. Apply rs. 
Dolores Badger, Dunlap Hospital, Orrville, 
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FORMERLY 


WABASH AY 
CHICAGO | 


OUWARD «Tyr 


ADMINISTRATORS: (a) Medical or — 
medical; vol gen JCAH hosp 150 beds; 
city, univ med eenter; E. (b) Gen, on 
hosp, 375 beds; med schi affiliated; E. (c) 
Gen hosp fairly lige size operated under 
American auspices; South America. (d) 
Gen hosp, JCAH, 275 beds: one of most 
sought after localities in souen excellent 
winter resort town 100, 


ADMINISTRATORS (Assistants) (‘h) Voi 
gen hosp, 140 beds planning 50 bed exten- 
sion: _ adm course grad only; univ 
town: E. 


ADMINISTRATORS (Woman): (a) RN. 
or non-med; 70 bd crippled child hosp now 
converting to gen ped hsp; ige univ & 
indus esky So. (b) R.N. or non-med; ac- 
cred gen hosp 60 beds; well equipp'd; ex- 
ing planned; ore. resort twn 
5,000: N. England. (c) 100 bd gen 
hosp affil impor ige clin grp; female only; 
to ideal resort, educ ctr; Pac N 
id) R.N: or non-med; 40 bed gen hosp to 
be built soon; Los Angeles area. 
(a) 2 req'd; M.D. anes 


ANESTHETISTS |: 
50 bds; $6000; resort 


twn; Fla. (b) 2 req'd; active = dept; vol 
an hosp 100 beds; lovely twn 10,000; Pac 

. (¢) New gen hosp 50 bds; excel facil; 
$550 start, incr to $600 in 6 mos; em twn nr 
city 75,000; MW. (d) 75 bd gen hosp; wk 
with 1 other anes; full mtce twn 
10,000 nr lge univ city; SW 


DIETITIANS: (a) Chief; new, well — 
dept; vol gen hosp 150 bds; to 

too tar from NYC. (b) Lae psy hosp ‘die. 
tary dept in new, modern bidg; to $5200 
lovely sm twn; NW. 


DIRECTOR OF NURSES: (a) Nurs serv 
only; degree & exp req'd; very ige sen 
hosp; to $8800; civil service exam peas 
sm twn nr ige univ med ctr; pn b) 
Nurs serv & ed; 200 in nurs staff; 60 stud 
in accred trng sch; gen hosp 300 bds: to 

800; res suburb, univ m etr; 

gen -- $6000; lovely capital 
city; 


EXECUTIVE HOUSEKEEPERS (a) Must 
have broad exp be qual assume total 
admin respon, very ige med sch affil hosp 
system; pref w/trng odustetal tech; $5,000 
A resort; SW. (b) Full exec resp, new 

bd hosp to be compl late ‘56; to $5400: 
ige capital city; So. (c) Also have ch 
ldry supv total 60 empl; 250 ‘bd 
gen med ech; lige 4 
city; 


FACULTY POSTS: (a) Ed dir: well est, 
coll affil sch; 40 stud at present; apprv'd 
150 bd gen hosp, $6000 up: ge lake 
resort comm; MW; exceptional oppty. (b) 
Ed dir; 3-yr diploma prog now enrolls 125: 
expnd’g shortly; 175 bd gen hosp; outstand’g 
med staff & facil; to $6000; coll twn 50,000, 
NW. (c) Ed dir: for afil prog in TBe w/ 
collegiate schs 600 bd hosp; #8500 E. 
Ed dir; apprv'd 200 bd gen hos 
dents: to $5,000:lovely twn 2, 
Nurs arts instr: 400 bd gen hosp bidg prog 
just compl; 150 stud, state accred sch; 
attrac twn 50,000; MidE. (f) Sci instr; fully 
ope 250 bd gen hosp: res & indus sub- 
ige univ med ctr; E. (g) Clin inatr, 
med surg; 400 bd gen hosp affil impor 
med sch; ige city; So. 


SUPERVISORS: (a) OR: em gen nese, 
JCAH apprv'd; $4500; attrac am twn; & 
ib) OB: 65-bd unit; 2 firs & delivery rm 
suite; some teach’g coll affil sch; ige ca 
hosp; E. (c) Ped; apprv’d 250 bd gen hos 
trng sch; lovely twn 15,000; SE. id) O 
active surg serv; 6-rm suite; staff of 15 in 
add’n to stud: 300 bd gen hosp; excel : 
pol; twn 50,000; N. Eng (e) OB; 
univ; teach’g req'd: vol hosp 300 bds: 
$4200: resort twn nr 


POSITIONS OPEN 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago Illinois 


ADMINISTRATORS; (a) Med, dir; new 
400-bed hosp; chronics, custodials; E. (b) 
Adm. well qual. med. ed; tch’g hosp; $15- 
25,000. (c) Gen. 200-bed hosp; res. town, N. 
; $10-15,000. (d) Gen 50-bed hosp. now 
under construction; Calif. (e) 125-bed hosp. 
lanning stage, xp. de- 

sired; M (f) Gen. hos beds. com - 
pleted ‘63; increasing to poe city, So. 


ANESTHETISTS nee U.S.A. mod- 
ern 300-bed h sloyees, Amer. co; 
$10,000.(b) New 70- bed opens March, 
scenic resort area: 


DIETITIANS: (a) Chief; univ. med. set- 
ting; faculty status; dept. of 16 dietitians, 
adequate complement of aides, etc; 
(ob) Chief; -bed hosp; summer resort, 
30,000, near med. center. 


DIRECTORS OF NURSING: (a) Ass’t dir; 

300-bed gen. hosp; foreign rations, 
Amer. co; $12,000. (b) Dir, school and 
service; 400-bed tch'g hosp: univ. city MW 
(c) Top-notch asst adm. and coordinator 
of service with school of 150: beautiful 
city, outside U.S; $8400. (d) Gen. 250 bed 
hosp; 70 students; suburb, lige. city, med. 
center, E; min §7800 


EXECUTIVE HOUSEKEEPER: Gen. 450 
bed hosp. unit, univ. group; med. center, FE. 


EXECUTIVE PERSONNEL: (a) Comptrol- 

ler; new post; 276-bed gen hosp; Florida. 

(b) Directors, personnel and purchasing: 

400-bed gen. hosp; univ. city, di. (ec) Dir. 

ublic relations; hosp. Assn. (d) chief Eng: 
bed hosp; So 


FACULTY POSTS: (a) Ed. dir: Iran; §8- 

10,000. (b) OB inetructor: 150 students: 

beautiful city, outside U.S; $5500. (c) Aas't 

rot: pediatrics; renowned college; vic. 
min 


RECORD LIBRARIAN: Chief; gen. 400-bed 
hosp. now being built: completion Fall 
954. pref. one available May to estab 
dept; univ. city. 


SUPERVISORS: (a) OB, med., surg., com- 
municable diseases; foreign; $8500-$0200 
(b) OB, ped, d hosp; resort 
city, Fla. (c) OR; 300 bed hosp. mod. 6 
suite; Staff of 20: Greater 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director 


ADMINISTRATORS: (a) Middie West. 125 
bed hospital, §$7000-$10,000. ‘b) East. R.N 
Preferred. 50 bed hospital. Present incum- 
bent retiring after 28 years. (c) South. 30 
bed nenpeem 4 years o (d) Middle West 
60 bed hospital--new. Located in town of 
10,000 close to several large cities. Building 
rogram planned. (¢) Assistant Director 
Iniversity hospital rich in tradition of 
medical education and research. 500 beds 
$8500. Assistant Administrator. South- 
west. 400 bed hospital located in large 
medical center. Will also act as Personne! 
Director. §500 up 


Executive Secretary: Middle West. Well 
known medical group located in city of 
400,000. Prefer some experience or training 
in public relations ie if an excellent 
opportunity with a real future 


NURSING SERVICE DIRECTOR: Middle 
West. 210 bed hospital with new wing 
almost completed to add 40 beds School of 
Nursing fully accredited. Staff has many 
young progressive doctors on it who are 
interested in teaching students. Located 
in city of 300,000. $7200. 


NOTE: We can secure for you, 
locality prefer, the wition you 
want in the hospital field rite for an 
posteard will do. All ne- 
gotiation strictly confidential. 


in the 
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HOSPITAL PERSONNEL BUREAU MEDICAL BUREAU—{Cont'd) 


cLassmDVE RTI S| NG 220 E. Lexington St., ADMINISTRATOR: Asst; MS. (Public 


Maryland Health); MHA; adm. internship, tchg hosp: 
nicians, Dietitians, Librarians, and other P yrs, 
categories. Mail resume, photo. | No to Fe is- priv. pract., dir. dept, 200-bed hosp. 


tration fee. Mr. Cotter, Licensed y- PATHOLOGIST—-Diplomate; FACP; 8 yrs, 
RI 7- 


7 LABORATORY TECHNICIAN for small 50 ment Agent. LE 9-6029, Res. dir. path., 350-bd gen. hosp. 


bed hospital. All diagnostic facilities in a 


7 new wing. Bacteriologist from the Nashoba PURCHASING DIRECTOR—BS. state 
| Public Health Center does all the bacteri- univ; 11 yrs, purchasing dir. ige tch'g 
. ology. Salary comparable to those id in hosp. 


the state, depending on educational! back- RADIOLOGIST—Diplomate 

p (Diagnosis, 

an and experience. Town is 30 miles POSITIONS WANTED Therapy, Radium) ; ~~ wees isotopes; 4 yrs, 
Boston. Apply Administrator, The dir. dept, 200-bed hosp 

Comenunity Memoria! Hospital, Ayer, Mass. 


ADMINISTRATOR OR ASSISTANT. Grad- 
7 8 neering eral years experience. rge 

Hespon fiursing  pervice in or small hospitals. United States, Latin 

non-p which includes America, ete. Address Hospitals, Box G-43. 

ediatrig “unit nit, Friendly cit 
candida successful ex- 
and preparation in nursing serv- ANESTHETIST—-Graduate Western Re- 
administration. 40 hour week. Sala serve Hospital, 16 experience, 

open. Position avatieble January 1, 1966. Address Box vd floore!BS WABASH AV 
Apply Di of Nursing Service, lowa TALS. Iicacoe 
Hospital, Des Moines, lowa. CANN WOOOWAND © Directo! 


POSITION WANTED. 9 years occupation- 
al therapy and health ucation work. 13 ADMINISTRATOR: Medical: Several — 


SUPERVISOR, Premature Nursery—for 250 years criminal rehabilitation. Considerable mee 5 medicine; 3 years, medical 


bee free-lance journalism. Urban areas only. tor, university hospital, large size. 
ac 0 ; e n 
some college and willingness to continue ‘ (2 yrs): 5 yrs, administrator, "150 bed to 
toward degree acceptabie. Teaching ex- aan hos which time h oital 
perience necessary. Write Personnel Di- reached how hn of schievement and 
7 renee, Grant Hospital. 561 W. Grant Place, THE MEDICAL BUREAU financial stability; MACHA. 
—_— M. Burneice Larson—Director ANESTHESIOLOGIST: MD Queens Univ, 
qual, special anes; yrs exper; any con- 
Palmolive Building nection, fee basis, in cooler localities; 
ZINSER PERSONNEL SERVICE Chicoge 11, Illinois recommended 
79 W. Monroe Street PATHOLOGIST: Six years Professor and 
TOR MPH (Fake) chief, university medical school and its 
Chicago 3, ilinols yrs, supt, 1200-bed gen. hosp; 3 y graduate hospital; early 40's. 


staff, one of leading 


yrs, 


8, apy: 3 years, chief, rad, Army 

SICIANS, ADMINISTRATOR; M.H.A; 3 yrs, ass’t fed, bed tecching hosp; now 
: We can help yy hosp; 6 yrs, dir, 350-bed hosp; prefers | directorship, own dept, any local- 
you FACHA, ty; early 30's. 


quality! 


WHEEL STRETCHERS 


These efficient and time-saving units are ideal for use in ERS d 


, Emergency, OB, Recov Room or for simple 
ree sah They atin ton need for additional Buy Berbecker skin needles today, intestinal needles a 
7 costly equipment——save transfers and make it possible to year hence—-no matter which you buy or when, the quality 
7 provide the finest of care for patients with a minimum will be the same. Berbecker Surgeons’ Needles are made 
_ of attendants. by English needle crafters whose art has been handed down 


for generations. With them, inspection is drastic, quality 
a religion! For over 50 years, Berbecker needles have been 
the choice of critical surgeons; they know they can depend 


rue HAUSTED on them. 


hrough Dealer 


BERBECKER SURGEONS’ NEEDLES 


7 Made in England for the Surgeons and Hospitals of America 
JULIUS BERBECKER & SONS, INC. 15 E. 26th ST, NEW YORK 10 
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Write for tull information 


TOD, )) 
‘Easy Litt SY \* 
(Conver-table “ae ! 
\\\ / 


This label appears only on 
those textiles and garments 

tested and found to be 
the best available for 


the hospital market. . . 


MANUFACTURERS 

AND DISTRIBUTORS 

OF HOSPITAL AND 
SANATORIUM EQUIPMENT 
AMD SUPPLIES 


in quality, service, and 


comfort. Look for it! 


«MILWAUKEE, WISCONSIN: 
> 
“4 
Atlanta. Ga. @ Cohoes, N.Y. © Dallas, 
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Another significant advance 
from Amencan Sterilizer Research! 


A positive and easy-to-use bacteriological 
culture test for determining the functional 
efficiency of sterilizers and the adequacy of 
sterilizing methods. 


A Control Procedure — available to every hospital 
\ + + « NEEDED by every hospital 


Write today for complete 
information about this long 
awaited development... 

bulletin C-175. 


AMERICAN 


STERILIZER 


Erie+ Pennsylvania 


dependodle ond sate biological index tor determining 
the efficiency of sterilization. 


v 
pan a *len j 
Procedure to, 
open ermining oft) clency 
Contain, 
BACTERIAL SPORE STRIPS 


